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Trude Aufhauser, R.N., B.S., M.A., who wrote the 
editorial on page 7, “Preparing Youth to Face the 
Future,” is Assistant Professor of Pediatric Nursing at 
Cornell University-New York Hospital School of 
Nursing and a member of Nursing World’s advisory 
board. She has a B.S. from Columbia University and 
an M.A. from the Yale School of Medicine. Miss 
Aufhauser’s specialty is pediatrics. When she arrived 
in the United States in 1941 from Canada, she en- 
tered the Johns Hopkins School of Nursing. 


Ethel Tschida, R.N., B.S., M.A., is the author of 
“Children’s Blood Transfusion Clinic” on page 8. 
Miss Tschida earned her B.S. at St. Mary’s College, 
Notre Dame, Indiana, and her M.A. at Teacher’s 
College in New York. She is a graduate of Mercy 
Hospital School of Nursing, Chicago, Illinois. Today, 
Miss Tschida is an assistant professor on the nursing 
school faculty at Cornell University-New York Hos- 
pital School of Nursing. 
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Mother-Infant Relationship” on page 11. Dr. Peplau’s 
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nursing at Pottstown Hospital in Pennsylvania to a 
B.A. in Interpersonal Psychology at Bennington Col- 
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College, Columbia University in New York; her 
Ed.D. also at Columbia; and a certificate in psycho- 
analysis from the William Alanson White Institute in 
Manhattan. She has published a volume on nursing. 


Ruth Boyer Scott got the information for her article, 
“Air Force Nursing in an Overseas Hospital,” first- 
hand. The article which appears on page 12 tells 
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uated from the University of Washington with a B.S. 
in nursing. She is a professional writer for the Na- 
tional Institutes of Health, preparing booklets for 
the layman on neurological diseases and blindness. 


Beatrice Brooks, R.N., who wrote “Grading the 
Potential of Nursing Students” which appears on 
page 19, is a graduate of the Beth Israel Hospital 
School of Nursing in New York. She received her 
B.S. at Hunter College in New York, and her Ed.D. 
from New York University. Among the study fellow- 
ships Dr. Brooks has won are the Special Research 
Fellowship from the Department of Health, Educa- 
tion and Welfare, and the National Institute of 
Mental Health Fellowship for Clinical Training in 
Psychiatric Mental Health Nursing. 

(continued on page 34) 





EDITORIAL BOARD 


NURSING EDUCATION 


Lulu Wolf Hassenplug, R.N., Dean, University of 
California School of Nursing. 


Henrietta Loughran, R.N., 
Colorado School of Nursing. 


Elsie Palmer, R.N., Assistant Director, Nursing 
Education and Nursing Service, City of New 
York, Department of Hospitals. 


Dean, University of 


NURSING SERVICE 


Harriet M. Smith, R.N., Assistant Professor, Univer- 
sity of Washington School of Nursing. 


CLINICAL NURSING 


Trude Aufhauser, R.N., Assistant Professor of Pedi- 
atric Nursing, New York Hospital-Cornell Medical 
Center, New York City. 


Margaret Blee, R.N., Associate Professor of Public 
Health, University of North Carolina. 


Lillian Sholtis Brunner, R.N., Consultant in Medi- 
cal and Surgical Nursing, Bryn Mawr Hospital, Pa. 


Annie Laurie Crawford, R.N., Psychiatric Nursing 
Consultant, Florida State Board of Health, Jack- 
sonville, Fla. 


Lena Dixon Dietz, R.N., Clinical Instructor, Medical 
and Surgical Nursing, Michael Reese Hospital, 
Chicago, Ill. 


Anna V. Matz, R.N., Public Health Nursing Con- 
sultant, New York City Department of Health. 


Theresa G. Muller, R.N., M.A., Director of Nurses, 
Sheppard and Enoch Pratt Hospital, Towson, Md. 


Mary Masecher, R.N., Executive Secretary, 8rd Dis- 
trict, Minnesota Nurses Association. 


Donald E. Porter, R.N., Executive Director, Alameda 
(Calif.) County Heart Association. 


Dorothy W. Rostetter, R.N., Vice-Chairman, Private 
Duty Sections, District No. 13, N. Y. 


INDUSTRIAL NURSING 


Catherine R. Dempsey, R.N., Head Nurse, Medical 
Department, Simplex Wire & Cable Company, 
Cambridge, Mass. 


Mildred Dunn Thomas, R.N., Supervisor, Nursing 
Service, Merck & Company, Rahway, N. J. 


Hazel H. Leedke, R.N., Supervising Nurse, Thilmany 
Pulp and Paper Corporation, Kaukauna, Wis. 


Joanna M. Johnson, R.N., Director, Green Bay Visit- 
ing Nurse Association, Green Bay, Wis. 


Marion S. Mayne, R.N., Consultant, Industrial Hy- 
giene Division, Los Angeles County Health De- 
partment, Calif. 


O. F. Shook, M.D., Medical Director, Owens Illinois 
Glass Company, Toledo, Ohio. 


Mildred I. Walker, R.N., Senior Consultant, Indus- 
trial Health Division, Department of National 
Health, Canada. 

PRACTICAL NURSING 

Elisabeth C. Phillips, R.N., Executive Director, Visit- 
ing Nurses’ Association, Rochester, N. Y., Chair- 
man. 


Margaret Baird. 


Edwina G. Barnett, Director, Colored Nurses Associ- 
ation of Virginia. 


Fern A. Goulding, R.N., Director, Indianapolis, Ind., 
School of Practical Nursing. 


Madeline G. Kalin, Second Vice-President of the 
NFLPN. 


Lulu A. Snow, Licensed Practical Nurse. 


Jean E. Sutherland, R.N., Nursing Consultant, 
Counseling and Placement, New York State Em- 
ployment Service. 


Ella M. Thompson, R.N., Associate Executive Direc- 
tor, National Association for Practical Nurse 
Education. 


Amy Vigilione, R.N., Associate Director, Nursing 
Service, Kellogg Foundation, Battle Creek, Mich. 


Arthur B. Wrigley, State Supervisor, Trade and In- 
dustrial Education, Department of Education, N. J. 


3 











THE OLDEST NURSING JOURNAL IN AMERICA—FORMERLY TRAINED NURSE & HOSPITAL REVIEW—FOUNDED IN 1888 





Vol. 134 MAY 1960 


ARTICLES 


Preparing Youth to Face the Future 
Trude Aufhauser, R.N., B.S., M.A. 


Publisher 
NICHOLAS MARTINI 





Editor 
VIRGINIA A. TURNER, R.N. 


Children’s Blood Transfusion Clinic 


— Ethel Tschida, R.N., B.S., M.A. .. 


VIVIAN F. KAREN , s : : 
. Anxiety in the Mother-Infant Relationship 


Hildegard E. Peplau, R.N., B.A., M.A., Ed.D. 


Associate Editor 


Air Force Nursing in an Overseas Hospital 
JULIE E. MIALE, R.N. 


Ruth Boyer Scott, R.N., B.S. 








Supervising the Team Program send 
M. Marian Wood, B.A., M.A.; Carmella Chellino, R.N.; Helen Bel- gerch 
tran, B.S.N.; Elizabeth Larson, R.N.; Margaret Rosser, R.N.; Barbara recreat 


Contributing Editors 
LOUISE CANDLAND, R.N. 
Editor, Industrial Nursing 


A. Shaw, B.S.N.; Wilma C. Tatum, R.N. ey 1§§ could 

ANNIE LAURIE CRAWFORD, R.N. per mi 
Editor, Practical Nursing Grading the Potential of Nursing Students tion. \ 
LILLIAN E. KUSTER, L.P.N. eae Te, TRI, Fis Bis IIIS nis cnsncceescicsivesenncsctnecstsnntccevessesell 19} teers, « 
Assoc. Editor, Practical Nursing recreat 
geet Ginnie ue Educating Prospective Parents person 

eet Bernice Atkinson, R.N., B.S. ead Seatac ae ee ceceeeesssee MM benefic 

Consultant, Practical Nursing The A 
in the 

DEPARTMENTS ap 

Circulation Manager ll, Ne 


KATHRYN A. WILEY In This Issue — eee Di Cole teeta Se 3 





NURSING WORLD Reports .... see eee 5 
Production Manager Nursing—As Others See It Contes 
CHRISTIAN OHSER Shirley Hope Alperin, R.N. PE RAEN LE IR OSD. et Tf Sali 
, son an 
Aibicsitiins Geismastiatiin Legal Facts for Proper Practice A compo: 
ectiein Biatien Vernita Cantlin, R.N., M.S., and Edward F. Cantlin, LL.B. ......... TA the ay 
VIRGINIA M. PAGE . 
Advances and Trends in Drug Therapy oP to 
n ngre 
Joan Sarvajic, R.N., M.S., M.D. % ing F 
Let’s Talk It Over — 
Theresa G. Muller, R.N., M.A. . TOT ee yee my 
The Book Shelf Award 
NURSING WORLD is published thly_ b: z 
NURSING WORLD, 480 Lexington Avenue, New Anna V. Matz, R.N., M.P.A. . es .. if eamer 
York 17, N. Y. Telephone: YUkon 6-5120. Second- Hodgm 
class postage paid at New York, N.Y. Distribu- Force: 
tion office, 406 W. 31 St., New York 1, N.Y. . 
Copyright © 1960 by NURSING WORLD under ' forts a: 
the International Copyright Convention. All 
rights reserved under Pan American Convention. of the 
Lege pony —_ without a in writ- Aid to 
ing, of any itori ictori tter, i 
manner, is prohibited. Printed in USA. NOTICE TO SUBSCRIBERS man is 
Subscription rates: United States and Canada Address all new subscriptions and change of address to NURSING WORLD, # Eucat 


—l year, $3.50; 2 years, $6.00; 3 years, $9.00; 
35 cents per copy. Pan American and all other 
foreign countries, add $1.00 per year. 


Lexington Avenue, New York 17, N.Y. 45 days notice is required. When ordering ! 
change, please furnish an address imprint from a recent issue. Change cannot be matt 
without the old as well as the new address, including postal zone number, if you have om 


MAY 1 





NURSING WOR 


4 












NURSING WORLD 














Progress and Developments 










New Psychiatric Program—The Boston 
University School of Nursing in con- 
junction with the Massachusetts Men- 
tal Health Center have evolved a “day 
hospital” program whereby mental pa- 
tients receive daily treatment at the 
Center and return home to their fam- 
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patient adjust to his life, yet not lose 
my contact with his family while re- 
giving treatment. Day patients ar- 
tive at the hospital at 9 a.m. and re- 
It home at 4 p.m. Each patient is 
assigned a private nurse wearing street 
dothes who stays with him for the 
iHfirst few hours of his admission. Frank 
discussions between the patient, his 
family, and a trained counsellor take 
lf place periodically. 


[Research Project—Mrs. Beatrice H. Hill, 
1°} Director of the National Recreation As- 
sciation’s Consulting Service for the 
ll and Handicapped, completed a re- 
arch project which disclosed that a 
recreation program for aged people 
could be maintained for less than $2 
pr month per patient at any institu- 
tion. With the aid of trained volun- 
teers, competent nurses, and a qualified 
recreation director, the 450,000 aged 
persons in this country could receive 


~—{ 


If 


> 


. Bf beneficial and therepeutic recreation. 


The Association will give free service 
in the planning of such a program; 
their address is 8 W. 8th St., New York 
of ll, New York. 


Achievements in Nursing 


Contest Winner—Donna DeBrito, R.N., 
of Salinas, Cal., won the annual John- 
sn and Johnson essay contest with her 
5 composition on operating room nursing. 
The award consisted of an all expense 
tip to New York for the 7th National 
y Congress of the Association of Oper- 
‘ting Room Nurses, and a $500 nursing 
cholarship for her hospital, Salinas 
Valley Memorial. 


nm 
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Award from China—The Chinese gov- 
Sfemment awarded Miss Gertrude E. 
Hodgman, M.A., R.N., the Armed 
Forces Medal for her continuous ef- 
forts as Director of Nursing Training 
of the American Bureau for Medical 
did to China since 1948. Miss Hodg- 
man is also chairman of the Nursing 
Education Subcommittee of ABMAC. 
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REPORTS 


Appointments 


Promotions—Miss Ruth Skeete has been 
appointed Supervisor of the Browns- 
ville District Center in Brooklyn, New 
York. Miss Marion Horstman has taken 
her place as Assistant Supervisor of 
the Center. Mrs. June M. Lloyd has 
been appointed Public Health Nurse 
Advisor in the Mental Retardation Pro- 
gram at the Bay Ridge District Center 
in Brooklyn. Miss Carolyn Grimm has 
been appointed Supervisor of the Bush- 
wick District Center. The Child Study 
Association of America has announced 
the appointment of Miss Ruth Marvin 
as the first nurse in the Department 
of Parent Group Education. New Super- 
visor for the Fort Greene District Cen- 
ter is Miss Louise Sarro. Miss Rita 
Thompson, former Supervisor of the 
Fort Greene District, has been appoint- 
ed Administrative Assistant of the 
Brooklyn Visiting Nurse Association. 


New Appointment—Lutie Clemson Lea- 
vell, Professor Emeritus of Nursing Ed- 


ucation at Columbia University, has 
been appointed Consultant to the De- 
partment of Nursing, Walter Reed 
Army Institute of Research, Washing- 
ton, D.C. Miss Leavell received her 
B.S., M.A. and M.S. degrees from Co- 
lumbia University. She has contributed 
to the advancement of the nursing pro- 
fession through numerous articles and 
books on nursing. 


New Addition—The American Academy 
of General Practice has been added as 
a member to the National Health Coun- 
cil. Council membership now stands at 
a high of 71. 


Nursing Abroad 


Assignment in India—Miss Jessie Scott, 
Deputy Chief of the Division of Nurs- 
ing Resources, Public Health Service, 
has accepted a three-month assignment 
in India to assist the Indian government 
in solving problems of nursing person- 
nel shortages, standardization of various 
types of positions, recruitment, and im- 
provement of nursing education. Mrs. 
Apollonia O. Adams, Division Chief of 
Nursing Resources, announced Miss 
Scott’s appointment. Miss Scott is a 
native of Wilkes-Barre, Pa., and is a 
graduate of Wilkes-Barre General Hos- 
pital School of Nursing, the University 

(continued on page 33) 
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AS OTHERS SEE IT 


by SHIRLEY HOPE ALPERIN, R.N. 


NURSING 








by 1 
Assi. 
OMETIME in 1960, 20 American During their tour of foreign coun- federal government hospital adminis] Corr 
nurses aboard the hospital ship tries, ship personnel will form smaller trator and an Army hospital adja] 
Hope will set sail from San Francisco medical teams designed to go inland and executive officer, is the chief adj ¢ 
to participate in a year-long medical and teach. Specialized units for re- ministrative officer of the Hope. The "| 
mission designed to benefit and assist search are composed of epidemiol- senior medical officer is Dr. Paul Ff so, 
the nations of southeast Asia. The prep- ogists and nutrition, sanitation, and Spangler, a surgeon with 25 years df ..yj 
arations for, and the purpose of the public health experts. experience in civilian practice, and li} jon 
venture are vividly described by Dayton According to the article, Project years of service in the U.S. Navy} pnit 
Moore in his article, “Project Hope,” Hope is operated by the People-to- where he was chief of surgery, execu} info 
which appeared in the February issue People Health Foundation, a nonprofit _ tive officer, and active commander df pont 
of Today's Health. organization that is privately supported _ hospital ships. serve 
Chief nurse aboard what is depicted and run. “It is definitely not a ‘do-good- It 
as a “floating medical center,” is Mrs. er’ plan to help improve people regard- i 
Michael Streicher, an R.N. who had the -— of huthes they dg it,” ed ae oe 
opportunity to visit several countries in ments Mr. Moore. “The Americans The article notes the variance in age} (pig 
the Far East while researching mate- will limit their work largely to meeting and experience of the physicians par pligh 
rial for her master’s thesis on nursing the needs expressed by physicians and_ ticipating in Project Hope. On the} istic 
education programs in foreign coun- health officials of the nations visited.” ship’s roster are young men in thei] ¢ p 
tries. Mrs. Streicher, now a widow, had final hospital residency. Other doctor rave 
assisted her husband for many years Suter of te Ceaen on the staff have long-established prac } (yj), 
when he was associate professor of . a tices. There are also medical schod] pp) 
medicine at the University of Illinois The idea of a floating medical cen- professors who have chosen to spend the 
Medical School. ter was conceived by 39-year-old Dr. their sabbatical working with the pro} eocs 
William B. Walsh, a well-known intern- ect. years 
1000 Volunteers ist and cardiologist from Washington, Support for Project Hope has come} dren 
D.C. Currently co-chairman of the Peo- from many areas. The goal of $33] adc. 
Author Moore reports that 1000 ple-to-People ‘Committee on Medicine million is expected to be reached it fede 
physicians, nurses, and health techni- and the Health Professions, Dr. Walsh cash, supplies, or material by the time] jg 
cians volunteered for duty on the mer- brought his plan to the attention of the vessel begins its journey. The firs cond 
cy ship. He stated that some offered to President Eisenhower. Convinced of to contribute was the American Met- may 
work for a nominal salary or none at__ its merit, the President decided to take _ ical Association. color 
all. The ship’s staff will include 15 the inactive Consolation—-the Navy Mr. Moore notes that individual mar } cha, 
physicians who are specialists in vari- hospital ship of World War II and _ ufacturers have responded enthusiasti-} nost 
ous fields. In addition, there will be the Korean War—out of mothballs and_ cally to the project. They have given] whic 
two dentists, a physical therapist, 12 reoutfit it. such gifts as a year’s supply of rubber} jo; y 
laboratory technicians, five medical Rechristened Hope, the 15,000 ton gloves, dressings and sutures. Other J, 
secretaries, and nutrition and public ship plans to use 211 beds; there will donations include a portable X-ray out | dren 
health experts. Additional doctors and be more available in cases of disaster fit, color TV equipment, typewriters, } forey 
nurses will be sent to the ship on a ro-_ or epidemics, 500 portable beds and and plastic dishes. Pharmaceutical} them 
tation basis for four to six months of other equipment such as tents (for use houses are supplying the drugs. Ar 
duty. (They are nonsalaried and many when housing is not available) are During its tour of the Far East the] wa. 
have offered to pay their own expens- stored on the ship for the purpose of Hope is expected to visit Indonesia and } Jecg 
es. ) supplying three or four mobile hos- then Vietnam. Thus far, Pakistan and 8 six 
The first six months of the tour will pitals. Other facilities include class- Korea have also extended invitations } be } 
be spent in Indonesia, where Ameri- rooms, staff quarters, laboratories, and To achieve its objectives, the program | whic 
cans will teach and train Indonesian a library containing medical and health requires a four-month stay of duty in} mak 
health personnel—including doctors, films and visual aids. “Surgical opera- each country visited. However, there plan 
nurses and midwives. The prime ob- tions will be carried over closed color will be brief stopoffs during the voy-} wel] 
jective is to raise and develop the stand- television to two receivers in a ward age to conduct clinic sessions and to] 4 
ards of medical care. Another function converted to a 100-capacity classroom,” display the ship's facilities. and 
of the program will be to treat Indo- reports the author. “It is hoped that Suitably named, the Hope represents } prep, 
nesian patients, either aboard ship or eventually the ship will have basic iso- the major goal of the Health Founds- | Cops 
at mobile hospitals and clinics trans- tope and radioactive medical facilities.” tion—Health Opportunity for People} 7; 
ported inland. John I. Spreckelmyer, formerly a Everywhere. porte 
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Preparing Youth 


The 1960 White House Conference on Children and Youth 
explores the social, economic, and emotional atmosphere 
in which today’s youngsters are growing up. 


to Face the Future 


by TRUDE AUFHAUSER, R.N., B.S., M.A. 
Assistant Professor of Pediatric Nursing, 


Cornell University-New York Hospital School of Nursing, New York, N.Y. 


die present century has been called the century of 
the child.”! This statement is justifiable if one con- 
siders the recency of the establishment of child health 
services in the U.S.A. They are almost entirely a develop- 
ment of the twentieth century. Up to that time the young 
United States seemed to devote its energy mainly toward 
unfolding and enlarging its resources. With the turn of the 
century, however, came an awareness of the need for con- 
servation of resources. 

It was President Theodore Roosevelt who upon the 
advice of prominent citizens and friends took the first 
decisive steps toward looking after the “nation’s crop of 
children.” So overwhelmed was he when he learned of the 
plight of the young that he invited people from all over the 
nation to attend a White House Conference on the Care 
of Dependent Children, in January, 1909. This conference 
gave impetus to the establishment of the United States 
Children’s Bureau in 1912 and thus became an unforget- 
table landmark in the child welfare movement. Following 
the precedent set by the first White House Conference 
succeeding meetings were called, at intervals of about ten 
years. Everyone of them focused on special needs of chil- 
dren: in 1919 the Conference was on Child Welfare Stand- 
ads; in 1930 Child Health and Protection was the subject 
under discussion. The latter was called by President Hoover 
and represented a peak in the struggle for better living 
conditions and opportunities for every child, wherever he 
may live under the American flag, “regardless of race, or 
color or situation,” as stated in the Children’s Charter. The 
Charter -itself, issued by the Conference, has become al- 
most a classic. In it are embodied concepts and principles 
which can well be used as a guide today, when we grope 
for ways of providing a better future for our children. 

In 1940 the White House Conference considered Chil- 
dren in a Democracy. The Midcentury White House Con- 
ference on Children and Youth held in 1950 had as its 
theme the total well-being of the child. 

And what will happen in 1960? In the fall of 1958 there 
was a call to action from President Eisenhower: “A new 
decade will soon begin, and I am, therefore, directing that 
a sixth White House Conference on Children and Youth 
be held in March 1960. The rapidly changing times in 
which we live, and the increasingly fast pace of change, 
make it incumbent upon us to do everything we can to 
plan ahead and to see that we prepare today’s children 
well for life in tomorrow’s world. . . .”2 

A National Committee was appointed by the President 
and charged with the responsibility to make all necessary 
preparations as well as direct the “Golden Anniversary” 
Conference to be held March 27-April 2, 1960. 

The main theme chosen by the Committee reads: “Op- 
portunities for children and youth to realize their full 
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potential for creative life in freedom and dignity.” To 
promote those opportunities will be the purpose of the 
conference.® 

This challenging theme has been thought over, explored, 
and its impiementation investigated by governor-appointed 
committees from 50 states, three island territories, the Dis- 
trict of Columbia, and the Commonwealth of Puerto Rico. 
Nominees of these committees will participate in the Con- 
ference. Also attending will be representatives of national 
organizations, several hundred young people, national 
leaders, and many international guests. Such a large meet- 
ing of minds will lend itself well to an exchange of views 
and pooling of ideas in an effort to overcome some of the 
obstacles that stand in the way of our children’s well-being 
and progress. 

The wide scope of subject matter to be encompassed by 
the 1960 Conference has been listed in a Preliminary Pro- 
gram. The two over-all topics center on: “The World 
Around the Young” and “The Young in the World.” Some 
subheadings concern themselves with: 

1. Environment—social conditions, physical facilities; 2. 
Mobility—population shifts affecting the young; 3. Support— 
economic conditions; 4. Opportunity—freedom to partici- 
pate in community life; 5. Free Time—constructive and 
nonconstructive uses of leisure; 6. Beliefs—religious, spirit- 
ual, and secular beliefs and codes of conduct; 7. The 
Young as Learners and Thinkers; 8. The Young as Doers; 
9. The Young as Citizens; 10. The Young with Handicaps— 
Physical, mental, and social. 

These thought-provoking topics should make the whole 
nation look toward Washington in April and May, eager 
to secure postconference reports and publications. Further- 
more all alert citizens will watch with interest the confer- 
ence outcome to learn of the practical plans proposed to 
carry out the recommendations of the experts. It is these 
realistic plans, after all, tried out on federal, state, and 
local levels which will shape the decade to come and de- 
termine whether we are creating a more rewarding tomor- 
row for the next generation. 


References 


1Edward R. Schlesinger, Health Services for the Child (New 
York: McGraw-Hill Book Co., Inc., 1953), p. 41. 

2Taken from the 1960 White House Conference on Children 
and Youth, Conference Reporter, Washington, D.C., No. 1 
(Nov., 1958). 

3[bid., (Feb., 1959), p. 1. 

4[bid., No. 10 (Jan., 1960}, pp. 1 and 6. 

“Suggestions to Organizations Concerned with the 1960 White 
House Conference on Children and Youth” (pamphlet), Wash- 
ington 25, D.C., No. 1 (Sept., 1958). 








The New York Hospital provides out-patient care 
for children with blood diseases, thus permitting 


them to lead happier, more natural lives. 


Children’s 
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Stricken with Mediterranean Anemia, this little boy re- 
ceives a _ bi-monthly transfusion at the blood clinic. 


Blood Transfusion Clinic 


by ETHEL TSCHIDA, R.N., B.S. 


Assistant Professor of Nursing, 
Cornell University-New York 
Hospital School of Nursing, and 
Supervisor of Pediatric 
Out-Patient Department, New York 
Hospital, New York, N.Y. 


T is 10 A.M. on Tuesday morning 

and the children are arriving for 
the Transfusion Clinic at The New 
York Hospital. Stephen, age nine, runs 
smiling toward the nurse. He can 
hardly wait to tell her about the new 
kitten that he had received since his 
last visit to clinic. The casual observer 
might not guess that Stephen, happy 
and delighted to see the nurse, is about 
to receive a blood transfusion. 


Mediterranean Anemia 


Stephen and many other children 
like him attend the transfusion clinic 
because they have a disease known as 


Mediterranean anemia, commonly re- 
ferred to as Cooley’s anemia. This dis- 
ease is a hereditary disorder which 
predominantly affects individuals whose 
origins are the Mediterranean area. 
The basic characteristic of this disease 
is the inability of the child to make 
enough blood to support normal growth 
and activity. In addition, the small 
number of red blood cells which can 
be produced by these children are so 
abnormal in size, shape and structure 
that they are rapidly destroyed in the 
circulation. The liver and spleen are 
particularly involved because these 
organs compensate by forming red 
corpuscles. Similarly, the bone marrow, 
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Mindful of the long span of time these children must be on the transfusion 
table, nurses go out of their way to comfort and amuse the youngsters. 


in an attempt to compensate for the 
deficiency in red blood cells, becomes 
markedly overactive and overdevel- 
oped. This causes enlargement of the 
marrow cavities and expansion of the 
bones. Because of the alteration of 
bone structure these children develop 
a typical appearance characterized by 
prominent foreheads and chest bones 
and slightly oriental features. Without 
treatment the disease becomes so 
severe as to be incompatible with life. 

Previous to 1944 the only available 
treatment consisted of blood trans- 
fusion, and for this therapy hospitali- 
zation was always required. A great 
stride forward for sufferers of Medi- 
terranean anemia was made in 1944 
when the Out-Patient Transfusion 
Clinic (the first in the United States) 
was started at The New York Hospital. 
The purpose of the clinic was (1) to 
give blood at sufficiently frequent in- 
tervals to maintain a blood count 
adequate for normal growth and ac- 
tivity, and (2) to allow the children to 
receive transfusions as out-patients, 
thus avoiding hospitalization. Since its 
inception the transfusion clinic has ex- 
panded greatly. At present there are 
40 patients with Cooley’s anemia, rang- 
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ing in age from three months to 25 
years. In addition, the clinic provides 
for other children with a variety of 
blood diseases which have in common 
the need for blood transfusion in order 
to inaintain life. Among these are 
children with leukemia, hemophilia, 
and other forms of blood disease. In 
1959, 750 transfusions were adminis- 
tered to the children attending the 
clinic. 

Stephen is a typical example of a 
child with Mediterranean anemia. His 
disease was diagnosed when he was 
six months old. He had repeated hos- 
pitalizations for transfusions until his 
private physician referred him to the 
transfusion clinic at The New York 
Hospital. He was then two years old. 
Within the past seven years he has 
had only two hospitalizations. One of 
these was because of an infection not 
related to his anemia, and the other 
was for a splenectomy which is an 
adjunct of treatment for Mediterranean 
anemia. By coming to the clinic every 
two weeks for transfusions Stephen is 
able to go to school, participate in 
sports, and have a normal life within 
his family group. 

Stephen looks forward to his bi- 


monthly visit to receive a transfusion 
because he has learned through ex- 
perience that the physicians and nurses 
will do everything possible to make 
him comfortable and to see that all 
precautions for his safety are observed. 
He has also formed a bond of friend- 
ship with the medical and nursing staff 
and with other children having the 
same disease. 


Adjusted and Happy 

An observer in the transfusion clinic 
might be surprised to find that Stephen 
and his companions are happy and gay. 
As many as ten children may be re- 
ceiving transfusions in the same room. 
Children run into the room, select the 
table where they would like to be, 
remove their shoes, and call the nurse 
to help them get onto the table. They 
know that their parents are close at 
hand and do not mind being separated 
from them. The very small children 
that are gradually becoming accus- 
tomed to the clinic are frequently 
placed in a separate room, and the 
mother is permitted to stay with the 
child during the treatment. 

It is amazing, however, how quickly 
the small children adjust and seem to 
take comfort from the nurse and the 
doctor and the other children. Soon 
they are ready to be part of the gen- 
eral group. Saul, age four, climbs upon 
the table, calls for a comic book, and 
while resting the comic book on his 
knee proceeds to plug his ears with 
his fingers. If you question him he 
says, “I am waiting for the noise.” Saul 
means that some of the “little ones” 
cry when the needle is inserted. He 
feels sorry for them and he doesn’t 
want to be disturbed by their crying. 
This same little boy had an adjustment 
to make, i.e., being separated from his 
mother, learning to bear the discom- 
fort, and, hardest of all, learning to 
lie still for several hours. Saul has 
mastered this. He appears to be com- 
fortable and so relaxed that after the 
Transfusion 


equipment—together with 


emergency equipment — lies ready. 














Mary—only eighteen months old—still needs her mother’s comforting hand 


A 


close by. Other children grow used to the treatment, often anticipating it. 


transfusion is started he has a nap and 
needs to be awakened when the treat- 
ment is Over. 

One curly headed youngster of two 
years keeps her shoes on during the 
entire procedure. This means to her 
that she will return home with her 
mother. Another may want her dress 
removed so that her fluffy petticoat 
will show and still another may wish 
to be close to a special friend. Nothing 
is ever too much trouble or too time 
consuming for the staff to do for these 
children. No child’s remark or request 
is disregarded, for many times the 
children are aware of untoward symp- 
toms and can warn the nurse of im- 
pending trouble. 

The team responsible for giving ef- 
ficient service in the transfusion clinic 
consists of a physician and two nurses. 
The physician is responsible for seeing 
that each child is typed and _ cross- 
matched for each transfusion which he 
The newest blood typing 
methods are used since repeated trans- 
fusions may present hazards which 
could impair the safety of the indi- 
vidual child. Orders are written by her 
for the premedication. This too is a 
precautionary measure to help reduce 
the possibility of reaction. Suction, Oxy- 
gen, and stimulants are kept ready for 
use in case of an unfavorable reaction. 
The physician is also responsible for 
starting the transfusion, and she re- 
mains within the clinic while the blood 
is being given. It has been possible to 
create and maintain a relaxed atmos- 
phere in the clinic, despite the need 
to maintain safeguards against the 


receives. 
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ever-present danger of untoward re- 
action. 


Equipment 


The nurse sets up the equipment 
before the children enter the clinic. 
One table is so arranged that sterile 
technique is maintained. The equip- 
ment consists of a sterile syringe, 
medicine glass with saline marked 
with each child’s name, sterile forceps, 
and sterile gauze sponges. A second 
table is set with the required number 
of disposable blood-giving sets, “clean 
up” for the skin, sterile needles, and 
additional equipment which might be 


Parents—often with as many as 
the nurse, as 


well as 


to each other for 


needed during the time the trans. 
fusions are given. 

The nurse not only assists the physi- 
cian in starting the transfusion but 
also gives support to the children. She 
makes them comfortable and she helps 
them to develop a feeling of security, 
The hours during which the child 
receives blood are made more pleas. 
ant in a variety of ways. A phonograph 
and records are part of the clinic. The 
children select the records which they 
wish played (this selection is arranged 
so that the younger children as well as 
the older ones have an opportunity to 
choose records). There are books for 
those who can read to themselves; the 
nurses read stories to the little folk 
Sometimes the children bring their 
own books or games from home be 
cause they want to share them with 
the nurse. Bright-colored lollipops are 
a favorite and are enjoyed by all. Some 
little people just like the nurse close 
by. The same nurses are assigned to 
this clinic. In this way they become 
acquainted with the likes and dislikes 
of the children and are able to make 
their requests come true. 

Precautions are taken when the 
transfusions are finished. Each child js 
asked to remain for one _half-houw, 
The nurse takes his temperature and 
reports it to the physician. She can 
then give the mother the necessary 
instructions. 

Stephen and his friends in the clinic 
are leading happy lives, lives which 
have been prolonged and made a 
nearly normal as possible because 
through research a way has been found 
to help them. Their families are given 
hope that through the efforts of con- 
tinued research a treatment will be 
found which will result in a decreased 
need for transfusions and, ideally, ina 
complete cure. 


two children attending the clinic—turn to 


understanding and _ instruction. 
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Observant nurses can discern 
anxiety in the new mother 
and reduce its harmful 
effects on the infant. 


Anxiety 


in the 


experience of bodily comfort in which 
his whole being participates. The in- 
fant does not know intellectually, as a 
result of a process of reasoning, for 
the ability to think is not developed 
at birth. 

What the infant can know is ap- 
proximated by using two words—com- 
fort and discomfort. An observer can 
infer that the infant, whose needs have 
been satisfied and who now sleeps 
or is otherwise at ease, is experiencing 
comfort. Likewise, discomfort can be 
inferred when the infant is fretful, 
restless, crying in rage, or otherwise 
in discomfort. 


Comfort 


Comfort for the infant results from 
mothering which at first approximates 
prenatal conditions.1 Physical contact 
provides the reassurance of felt bodily 


Mother-Infant 


Relation- 
ship 


by HILDEGARD E. PEPLAU, 
R.N., Ed.D. 


Director, Program in Advanced 
Psychiatric Nursing and Associate 
Professor in Nursing, Rutgers, The 
State University College of 
Nursing, Newark, N.J. 


Te mother-infant relationship is 
disrupted when the mother is 
aixious and communicates the anxiety 
to her infant. The newborn infant held 
securely in his mother’s arms seeks only 
comfort. When the mother is nonanx- 
ious during experiences of closeness 
with the infant, the infant’s comfort is 
restored as his needs are met. Physical 
tare, feeding, and holding are such 
experiences of closeness. Bodily com- 
fort felt by the infant results when the 
mother herself is comfortable, i.e., 
nonanxious. 

Bodily comfort is the single criterion 

which an infant “knows” the feeling 

security. The infant knows as a 
total perception, a felt relation, a global 
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warmth; holding and carrying the in- 
fant provides the reassurance of bod- 
ily movement already experienced in 
utero; physical care offered tenderly 
and comfortably provides satisfaction 
of biological needs. When the mother 
feels tenderness for and interest in 
her infant, these feelings are communi- 
cated and “known” as felt comfort by 
the infant. Comfort for the infant re- 
sults not from the facts of physical care 
and contact, but primarily from the 
feelings communicated in carrying out 
these mothering acts. 

The infant who experiences comfort 
as the predominant feeling in the 
mother-infant relationship comes to ex- 
pect it. The hungry infant whose cry 
is heeded—who is fed by a nonanxious 
mother—soon anticipates the recur- 
rence of comfort. There is a certain 
dependability about the experience. 
Through his own effort the infant can 
call attention to needs and achieve the 
expected felt comfort. Ultimately, pre- 
speech vocalization and, subsequently, 
speech will be utilized, and as efforts 
to use these tools are rewarded or re- 
inforced by the achievement of com- 
fort, the cry as a tool of direct com- 
munication loses its primary and orig- 
inal significance. 

The situation is more complex for 
the infant when anxiety in the mother 
becomes a recurring factor in the 


mother-infant relationship. Likewise, 
when the mother feels fear, rage, ha- 
tred, loneliness, envy, contempt, or 
guilt, these feelings are experienced by 
the infant as discomfort—the opposite 
of felt comfort. Feelings such as these 
can cancel out benefits of skillfully ad- 
ministered physical care and prema- 
turely intrude extreme discomfort into 
the experience of the infant. 


Communication of Feelings 


It is not entirely clear how the com- 
munication of feelings is effected in 
the mother-infant relationship. Emo- 
tions generally have psychic and 
somatic components.? It is entirely 
possible that the somatic concomitants 
discharged through the body muscles 
of the mother are experienced through 
physical contact by the infant. It is 
entirely possible that anxiety and other 
powerful emotions produce biochemi- 
cal changes which are reflected in the 
mother’s milk and communicated in 
this way. Many experts refer to 
empathetic observation as the instru- 
ment or process by which the human 
infant feels in itself the feelings experi- 
enced by its mother. 

The observable fact that the mother’s 
feelings are conveyed is stated as a 
theorem by Sullivan: “The tension of 
anxiety, when present in the mother- 
ing one, induces anxiety in the infant.” 
He states further that, “The rationale 
of this induction—that is, how anxiety 
in the mother induces anxiety in the 
infant—is thoroughly obscure.” Sulli- 
van views “this failure of our grasp on 
reality” and the fact that one “cannot 
refer empathy to vision, hearing, or 
some other special sense receptor, and 

. whether it is transmitted by ether 
waves or air waves” as_ insufficient 
reason to discard the term empathy 
as an explanatory construct. The term 
designates the capacity to feel in one- 
self feelings that go on in and are 
communicated by another person in 
the situation. Infants use empathetic 
observation as a way of knowing that 
precedes thought; the infant does have 
a dim “knowledge” of what goes on in 
the situation because of the feelings 
aroused in him in that situation. 

Anxiety in the mother who is feeding 
her infant adds extreme discomfort as 
a unique—a new—experience for the 
infant who, heretofore, has not only 
felt comfort but has begun to antici- 
pate it simply because it has happened 
recurringly. A look at the sequence of 
behaviors tending toward comfort wiil 
emphasize the newness of extreme dis- 
comfort. 

Step 1. The infant feels the tension 
of hunger. 

Step 2. The infant cries, thereby 

(continued on page 33) 
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Flight nurses consider the oppor- 
tunity for good hospital nursing 
an exciting challenge. Here they 
show the operations and facilities 
of the United States Air Force Hos- 
pital in Wiesbaden, Germany. 


AIR FORCE 


NURSING 


IN AN 


OVERSEAS 


HOSPITAL 


by RUTH BOYER SCOTT, R.N., B.S. 


JITH the adeptness born of pro- 
fessional education and nurtured 
by daily practice, the nurse in a white 
short-sleeved uniform carefully adjusts 
the drip rate of intravenous fluids or- 
dered by the physician. As the patient 
stirs sleepily and says, “Nurse,” a young 
woman in a blue uniform steps to the 
bedside to see if she can be helpful. 
The patient shares this postoperative 
intensive care room with five other 
women. Here women who have al- 
ready been treated in the recovery 
room are receiving continuous observa- 
tion and generous nursing care. 
On the door in bold red block let- 


ters appears the warning, SAUER- 
STOFF; NICHT RAUCHEN. For 
12 


those who might not know that “Sauer- 
stoff” is oxygen, which creates a fire 
hazard, the caution is repeated in 
English: OXYGEN STORAGE; NO 
SMOKING. 

The nurse in the white uniform with 
the white cap with a distinguishing 
light blue velvet ribbon band of the 
U.S. Air Force Nurse Corps is Lt. Rose- 
mary Cox—hometown Herrin, Illinois 
Her nursing assistant in blue is a Ger- 
man civilian nurse, one of several em- 
ployed under supervision of Air Force 
nurses. 

The intensive care room where bed- 
side nursing—on the ground-keeps 
these nurses busy is part of the 54-bed 
Women’s General Surgical ward of the 
USAF Hospital, Wiesbaden, Germany. 
The charge nurse on this ward, Major 
Eleanor Dyer—from Tucson, Arizona— 
has her desk in the nearby Nurses’ Of- 
fice, but she too gives extra attention 
to the patients in the intensive care 
room. 

Flight nursing may have overshad- 
owed AF hospital nursing in the public 
eye, but the AF nurses consider the 
opportunity for good hospital nursing 
a worthy challenge. 


USAF Hospital, Wiesbaden 


The hospital lies in the Rheingau 
Valley city of Wiesbaden. Just beyond 
a suburb flows the Rhine. Along its 
banks are terraced vineyards of grapes 
and smaller river towns with cathedrals 
and, high above on the _ hillcrests, 
castles. 

Wiesbaden’s hot mineral springs 
gave it fame as a health resort in 
Roman times. Continuous popularity as 
a leading European spa drew con- 
tinental royalty and world travelers 
and raised the population to 250,000. 
Today as headquarters of the U.S. Air 
Forces in Europe (USAFE) Wies- 
baden’s magnetic influence extends 
through England, continental Europe, 
North Africa, Turkey, and Saudi Ara- 
bia. 

The Wiesbaden hospital, largest of 
the Air Force hospitals in USAFE, has 
a daily patient average of 300 to 325. 
Since this hospital is the concentra- 
tion point of specialists, critically ill 
patients and those requiring specialists’ 
care are flown in by regular USAFE 
air evacuation or emergency flights 
from an area five and one-half times as 
large as the United States and Canada 
combined. 

On this morning in the intensive 
care room one patient has just landed 
from an emergency flight from a small 
spot on the coast of Turkey. With a 
thick Mississippi drawl the woman tells 
me, “Ah’m sure happy to be here with 
these American nurses.” 

The staff of about 64 Air Force nurs- 





es fit her and similar patients into the 
nursing care program with efficiency, 
But their interested conversation shows 
that the swift arrival of patients from 
distant countries never becomes com- 
monplace. Both the qualified flight 
nurses taking a turn at hospital duty 
and the nurses who always have served 
on the ground in AF hospitals, out- 
patient clinics, and dispensaries reflect 
Air Force pride in quality nursing care, 


A Little History 


The Wiesbaden hospital has a color- 
ful history. Construction of its three- 
story central hospital building and sev- 
eral smaller buildings, for the purpose 
of military support of Hitler’s troops, 
was nearly finished at the outbreak of 
World War II in September, 1939. War 
shortages hampered completion so that 
the first sick and wounded did not ar- 
rive before February, 1941. Soon the 
500-bed capacity was overreached; 
eventually 1800 patients were hospi- 
talized there. 

When American troops crossed the 
nearby Rhine in the spring of 1945 
the German patients were moved, and 
in June Wiesbaden became an Amer- 
ican Army hospital. Since January of 
1949 it has been designated the central 
Air Force hospital of USAFE. More 
than half its history has been under 
the Air Force. The smaller buildings 
on the hospital grounds are now used 
by psychiatric patients, Dental Clinic, 
Laboratory, Red Cross, and kitchen. 
Additional new buildings erected by 
the Americans after 1950 are the nurs- 
es’ residence, Air Force Clinic, and the 
Airmen’s billet. 


A.F. nurse Captain Dorothy Ball talks 
with German nurse, Frau S. Klebsattel. 
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Captain Gloria Appel adjusts the 
traction for Airman William Con- 
noly in the Neurosurgical Ward. 


AF Nursing on the Ground 


Earlier this morning Lt. Cox aided 
the doctor who performed a lumbar 
puncture. Now she directs the cleanup 
of the room, then prepares a hypo- 
dermic injection of a solution of dem- 
erol. 

After Lt. Cox gives the ordered med- 
ication and charts it she prepares an 
intravenous solution of glucose ordered 
by the physician for a patient who is to 
have nothing by mouth, complete bed 
rest, and total nursing care. There is a 
great variance in the usage of added 
ampules, for example of vitamins, to 
intravenous solutions; the nurse im- 
mediately affixes an adhesive label of 
the name and dosage of any addition 
to the intravenous bottle. 

The German nurse who already has 
been checked out by an AF nurse for 
competence in catheterization carries 
out this nursing procedure. “Checking 
out” of German nurses is a regular pro- 
gram. The German nurses as well as 
the medical technicians are given class- 
es and demonstrations. They return the 
demonstration and then are supervised 
in the initial performance of the pro- 
cedure. The first few performances 
are supervised until competence is as- 
sured, This is followed by periodic su- 
pervision to assure continued com- 
petence. The supervision is done by 
the Ward Charge Nurse. 

One of the six patients has the 
shaved head and surgical scar indicat- 
ing neurosurgery. Now Lt. Cox asks 
her, “Have you been exercising your 
arm?” The young AF nurse lifts the 
woman’s arm through its full range of 
motion to prevent the adhesions which 
result from inactivity. The patient is 
recovering from a mild hemiplegia, and 
the nurse next encourages her in hand 
and finger motion: “Lift this finger; 
now this one; now squeeze my hand.” 

As practiced in this unit, an inten- 
sive care room concentrates in one 


area the patients who require many 
skilled nursing procedures and close 
observation. Patients and nurses find 
this a satisfactory arrangement. 


Charge Nurse Rounds 


On her rounds as charge nurse, Ma- 
jor Dyer visits all her patients, taking 
time to talk with them as she observes 
their condition. The patients are in 2- 
bed, 6-bed, or 8-bed rooms; when 
convalescent they are in the 10-bed 
room which is farthest from the nurses’ 
office because the least care is needed. 

The charge nurse asks a patient for 
whom forced fluids have been ordered 
by the physician, “Is there anything 
you want to eat which you're not get- 
ting? We'll order it for you.” The pa- 
tient replies that she has had ginger 
ale and lemonade and appreciates the 
variety of liquids. 

A nurse who is a postoperative pa- 
tient asks when she can have her hair 
done. The charge nurse reminds her 
that she will need her doctor’s permis- 
sion before the order is given to the 
beauty operator who is available to set 
women’s hair, 

A patient who was seriously injured 
in a car accident talks about her im- 
pending flight back to the States by 
air evacuation. From personal experi- 
ence, the charge nurse describes to her 
the care of patients during a medical 
air evacuation flight across the Atlantic. 


Men’‘s Neurosurgical Ward 


The men’s neurosurgical ward also 
centers its acutely ill patients in one 
room for constant nursing supervision. 
Lt. Marion Rosenow—home town, 
Green Bay, Wisconsin—explains that 
some of her patients received head in- 
juries in car accidents; others have had 
neurosurgery. Today two AF nurses are 
on duty, but at other times only one 
may be assigned to work with the 
specially trained neurosurgical medical 
technicians. These technicians have had 
lectures by the neurosurgeon and nurs- 
es, along with situational (on-the-job) 
type demonstrations in caring for neu- 
rosurgical patients. Supervision is done 
by the nurses who also attend the class- 
es. 

In selecting nurses for assignment to 
the neurosurgical ward, as well as any 
other special type ward, the Air Force 
considers their prior experience and 
training in these areas. Also considered 
are the nurses’ ability to adapt and ap- 
ply their general nursing knowledge 
and nursing practice to the care of 
these patients and their ability to learn 
the specialized techniques and theories. 

On this day an unconscious patient 
with basal skull fracture has had a 
tracheotomy which requires frequent 





suction and regular tracheotomy care. 
He is fed through a Levine tube every 
two hours. Skin, mouth, and eye care 
follow the doctor’s orders for uncon- 
scious patients. The man’s vital signs 
are checked every hour. Here, as in the 
women’s ward, blood pressure is re- 
corded every 15 minutes after surgery 
and in emergency until stabilized, then 
every hour as long as ordered by the 
physician. 

This unconscious’ patient was 
brought in by helicopter, which is used 
for short distances except where an 
ambulance would be preferable. His 
hands are restrained with the “boxing 
glove” type of restraint, which keeps 
his fingers from tugging at the tubes in 
his neck and nose but leaves him full 
arm motion. His feet are carefully 
braced against a footboard to prevent 
foot drop and stretched muscles which 
would cause permanent crippling. 

Some AF nurses come to this unit 
with past experience in neurological 
nursing, but all receive in-service direc- 
tion in special medications, the care 
of the fractured skull patient, and of 
the fractured spine patient on a frame. 
To insure continuity of nursing care 
a standard order procedure book spells 
out nursing procedures. 

A specially written book on Wies- 
baden neurosurgical patients outlines 
the nursing care under such headings 
as: care of the unconscious patient; 
care of convulsive disorders; intra- 
cranial tumors; injuries of the nervous 
system; diagnostic studies. For exam- 
ple, after arteriography instructions 
provide for checking the vital signs and 
for ambulation in six hours if the pa- 
tient has been ambulatory before ar- 
teriography. 


Captain Gladys Pullian, Charge Nurse, 
tells her pediatric patients about 
the fishes 


in the ward’s aquarium. 











Major Janice Albert supervises 
A/1C Dennis Backlund as he immu- 
nizes Air Force Captain’ Richards. 


Because of the specialized nursing 
care, the doctors prefer to keep the 
same nurses as long as possible on the 
neurosurgery ward; a doctor partic- 
ularly mentioned his satifaction with a 
permanent evening nurse. The patients 
have less adjustment to make when 
nurses have permanent assignments. 

Epileptics at the hospital are grouped 
in one of two classes. Those whose 
seizures have become uncontrolled or 
have started from a known cause such 
as trauma have anticonvulsant medica- 
tion prescribed by the physician. Nurses 
not only give the ordered medications 
but also note the effect on the patient. 
Epileptics whose seizures have sud- 
denly appeared without known cause 
require detailed nursing observation 
of the pattern of each seizure. 

Seizure patients may be retained in 
the Air Force if their seizures can be 
controlled by one or a combination of 
medications and if they can be as- 
signed to suitable positions. For this 
reason nurses play an important role 
in helping epileptic patients attain their 
career goals. 


Pediatric Nursing 


Patients in the Wiesbaden hospital 
include military personnel, members of 
the families of the military, American 
civilian employees — including those 
from our embassies abroad, and Amer- 
ican tourists with acute illness or acci- 
dents. 

The pediatric service at Wiesbaden 
for children to age 15 is a lively one. 
Pediatric nurses find a higher ratio of 
nursing treatment activities for children 
because youngsters go home as soon 
as their acute illness is over, whereas 
military patients often stay in the hos- 
pital through a long convalescence un- 
til fit for active duty. 

Shortly after three in the afternoon, 
when I visited the Pediatric Service, the 
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charge nurse, Captain G. Pulliam of 
Edmonton, Kentucky, was presiding 
over the report on patients for the in- 
coming nurses. Day nurses in turn 
oriented the incoming evening nurses. 
Among the postoperative patients they 
pointed out a baby with a repair of 
cleft palate. He was being watched 
through a wide-view window between 
the Nurses’ Office and an adjoining 
nursery. A child recovering from ton- 
sillectomy was permitted to have her 
mother beside her. 

Instructions for preoperative care 
were given for children who were to 
have hernia repair and eye surgery. 
“Johnny fights his eye drops; better 
restrain him before you give them,” a 
day nurse said. 

As she went about her nursing du- 
ties, Lt. Margaret Diel—hometown 
Columbia, Hlinois—stopped to talk with 
listless little Peter. “We give all our 
children T.L.C.,” she said, “but to Pe- 
ter we give especial amounts of tender 
loving care.” Two boys, both of whom 
had had surgery for tumors which 
proved to be malignant, responded to 
extra T.L.C. as the nurse passed them 
playing in the hall. 

Children are eager to tell what an 
Air Force nurse does for them. “She 
cleans my eye out,” a girl said, point- 
ing to her inflamed and swollen eyelid. 

A boy who had been hit by a car 
said, “Nurses are nice to you. They 
bring you whatever you want if you 
are nice to them.” 

A child with a jaw wired for fracture 
incurred in a fall from a bicycle said, 
“Nurses give me my shots.” A chorus 
of children chimed, “Nurses give you 
shots.” In the Air Force, as in civilian 
nursing, all types of hypodermic in- 
jection make a dramatic impression in 
the minds of children. 

But Wiesbaden pediatric nurses are 
more than shot-givers. Instruction of 
parents, and even simple reassurance, 


Obstetrical nurse Lt. Joyce Cantrell 


aids Airman and Mrs. Wm. Baker with 
the newest member of their family. 





requires hours of the nursing program. 
“But instruction really is important in 
pediatric nursing,” Lt. Diel said, “be. 
cause our children go home as soon as 
they can, and their mothers will carry 
on the feeding and treatments.” On the 
two isolation units the nurses instruct 
the parents in hand washing and wear. 
ing of isolation gowns. 

Severe bronchitis brings many chil- 
dren to the hospital for care in a croup. 
ette. A croupette is a means of pro- 
viding humidity along with oxygen and 
can be used for adults as well as chil- 
dren where humidity is prescribed. It 
could be described as a junior-size 
oxygen tent. 

Two children were receiving the 
meticulous nursing care given patients 
for whom oxygen administration is or- 
dered. “These children require careful 
watching, and we have to be sure the 
croupette ice is supplied and the oxy- 
gen regulated,” the nurse said. 

“Among other pediatric patients were 
one with postpolio weakness, one with 
kidney trouble, another with cerebral 
palsy, and several having intravenous 
fluids for vomiting, diarrhea, or other 
ailments. “Supervising the administra- 
tion of intravenous fluids takes a lot 
of patience,” Lt. Diel said. “You just 
get the rate regulated at four to eight 
drops per minute when the child moves 
and you have to regulate the count 
all over again.” 

Nursing notes on the babies are kept 
at the bedside. Charts for those chil- 
dren who are old enough to handle the 
notes or to read them are kept at the 
Nurses’ Office. 

The permissive discipline of the 
Pediatrics nursing allows children to 
play in the halls, within reason. An 
attractive playroom is well-equipped 
with toys, a fish aquarium, and a record 
player. Meals for older children who 
are allowed out of bed are served in 
the playroom. 

A well-equipped treatment room is 
used for the admission of children, in- 
cluding the recording of their tempera- 
ture, pulse, and respiration. Nurses us- 
ually bring children to the treatment 
room for nursing procedures and doc- 
tors’ examinations; this helps to pre- 
serve ward morale, Dressings are 
changed either by the nurses or by doc- 
tors, as ordered. 

This sampling of Air Force nursing 
duties at Wiesbaden, Germany, illus- 
trates the statement of the chief nurse, 
Lt. Col. Aileen Brimmer—hometown 
San Mateo, California. She says, “Air 
Force nurses in our hospital have a 
challenging variety of bedside nursing 
opportunities. We are giving the finest 
nursing care here at Wiesbaden.” 

(Next month in Nursing World: How 
Air Force nurses get to Wiesbaden, 
and what happens after they arrive.) 
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FTER Miss James had completed 
LY her patients’ backrubs and eve- 
ing needs, she returned to the nurses’ 
tation. She automatically reached for 
he bottle of hand lotion over the 
ink and poured some in her palm, 
chatting with a co-worker who was at 
the desk as she was rubbing the lotion 
ito her skin. 

She had noticed earlier in the day 
hat her hands seemed to be rougher 
han usual and had made a mental note 
0 give them extra care each time she 
washed them. She assumed that the 
fects of frosty, wintry air, together 
with the performance of her daily 
wrsing duties combined to cause her 


taunds to become chapped and dry. 


A Busy Shift 


The evening shift was a busy one. 
This night there were two emergency 
missions and little or no time for 
concern about minor personal discom- 
forts. Miss James set up an oxgyen tent 
for the new cardiac patient, gave out 
medications for the floor, catheterized 
three postoperative patents, and in be- 
ween times, answered call lights and 
did her charting. 

Miss James was at the chart desk 
ompleting her charting when she 
wticed a large ink spot on her finger. 
The pen she was using with green ink 
fr the 3-11 P.M. notations on charts 
vemed always to leak. She was hurry- 
ing to finish her work and irritated 
itt the unnecessary interruption, but 
tevertheless went to the sink to wash 
the ink off before it became set. She 





used a generous application of soap 
from the bar and water as hot as she 
could bear it. Even so, there remained 
a faint green hue to the finger on which 
the pen had rested when she was writ- 
ing. She again scrubbed her hands 
vigorously, rinsed them, and then dried 
them on a paper towel. She noticed 
that they looked pinker than usual and 
decided to apply more hand lotion. She 
felt a mild stinging sensation as she 
rubbed the lotion in but thought little 
about it, mentally attributing this to the 
roughened condition of her hands and 
the sensitivity of her skin. 

She finished her work, gave the re- 
port to her relief nurse, went to the 
locker room and changed her clothes, 
then drove the six blocks to her apart- 
ment. She always wore gloves in the 
winter time when driving, and had a 
particularly warm pair on this night. 
They were fur-lined, leather ones which 
kept her hands comfortable even in the 
coldest weather. It was with some con- 
cern that she realized, as she was lock- 
ing her car in the garage, that her 
hands had begun to itch most annoying- 


ly. 


Hands Irritated 


She removed the gloves to rub the 
irritated skin, and as she turned the 
lights on in her apartment was amazed 
to see that her hands were almost scar- 
let. The itching was so severe that she 
covered them with Calomine lotion 
(purchased the summer before when 
she had a bout with poison ivy after a 
Sunday picnic) and she then proceeded 
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to the kitchen to fix a midnight snack 
before she prepared for bed. 

After eating, she filled the bath tub 
with water and added her favorite 
bubble bath. This evening ritual of a 
restful, hot, tub was precious to her. 
She attributed her ability to arise early 
in the morning, refreshed and energetic, 
to the leisurely way she prepared her- 
self for sleep. Even though she was 
acutely aware of the discomfort of her 
hands, she did not think of altering her 
usual bed-time routine. 

She placed Aldous Huxley’s Brave 
New World where she would be able 
to reach it after she was in the water, 
intending to enjoy a 15 minute readin 
session while she relaxed in her bubble 
bath. Then she undressed, and as she 
climbed into the tub, carefully avoided 
getting her hands in the water so that 
she could hold her book without wet- 
ting the pages. 

Miss James finished her allotted time 
of reading and soaking, then put her 
book down. When she fished her 
soaked wash cloth out of the water 
preparatory to washing herself, her 
hands felt like they were on fire. The 
hot water made them burn in a manner 
she had never experienced before. She 
dispensed with her relaxation and got 
out of the tub as quickly as possible, 
and after filling the sink with cold water 
and several spoonsful of soda, gratefully 
immersed her hands in this soothing 
solution. 

She found that as long as her hands 
were under the cold water they were 
comfortable, but if she took them out 
and the air hit them, they started smart- 








ing again. After her busy day at the 
hospital she knew that she could not 
stay up soaking them all night and in 
desperation decided to try some nuper- 
cainal ointment which she had. She 
hoped that the anesthetizing properties 
in it would give her relief. As she was 
applying this, she noticed a generalized, 
pin-point, thick, red rash developing on 
the backs of her hands and fingers. 
After putting cotton gloves on over the 
ointment, she went to bed. Eventually, 
she slept. 

The next day just after Miss James 
reported for duty she had to give one 
of her patients a hypodermic of mor- 
phine. She prepared it in the usual way, 
but when she picked up the alcohol 
sponge she discovered that her fingers 
and hand burned wherever the alcohol 
came in contact with her skin. She gave 
the hypodermic, washed her hands, and 
then reported to her supervisor who 
sent her to the clinic to see a doctor. 

After a brief examination of her 
hands and the application of a soothing 
ointment, the medical doctor on duty 
in the clinic made arrangements for 
Miss James to see a dermatologist that 
afternoon. 


Investigation 


The dermatologist, Dr. Snyder, ob- 
served that the skin on the backs of the 
hands and fingers was acutely inflamed 
and swollen. It was hypersensitive and 
appeared to be dry, showing several 
small breaks where there were cracks 
from dryness. Investigation as to the 
reason for the development of the con- 
dition was clearly indicated. Dr. Snyder 
treated the hands locally and advised 
Miss James to report off duty and return 
to his office the following day for patch 
tests, which she did. 

The patch tests were made and 
revealed that Miss James reacted posi- 
tively to several different substances 
which she used routinely in her work 
as a nurse. Among these were hexa- 
chlorophene (G-11), alcohol, phenolics, 
quarternary ammonium compounds, 
and green soap. In view of this, Dr. 
Snyder advised against her returning to 
work until progress had been made with 
treatment. Since it was literally im- 
possible for Miss James to use her 
hands, she readily assented. 

In his report of the case, Dr. Snyder 
stated that in his opinion the dermatitis 
was in all probability to a major degree 
dependent upon the patient’s exposure 
to solutions used in her work as a nurse, 
chiefly those containing G-11. He also 
said that a condition such as this one is 
sometimes “. . . due not to a single 
simple cause, but to an interaction of 
many causes and to a complex effect 
attributable to the cooperation of many 
factors. This may be termed the syner- 


gistic (synergic) action of various 
agents or the composite etiology of 
eczematous dermatitis."* One agent 
may be responsible for sensitization of 
the skin and in so doing, pave the way 
for subsequent sensitization to entirely 
unrelated agents. 

A sensitization to G-11 could well 
have led to a subsequent sensitization 
to alcohol and other solutions for which 
the patch tests showed a positive re- 
action. 

Miss James was under treatment and 
off duty for two weeks. Her skin re- 
sponded to treatment and at the end of 
this period, Dr. Snyder permitted her 
to return to work with the warning that 
she must be careful to keep her hands 
away from the solutions she was sen- 
sitive to or a recurrence of the der- 
matitis might occur. 

In the natural course of duty it was 
impossible for her to avoid contact with 
all of the solutions and the first day 
she returned to her job, the dermatitis 
did flare up again. She returned to Dr. 
Snyder for treatment and he advised 
her to seriously consider changing her 
occupation for a period of time in hopes 
that her sensitivity would decrease. 

When she found the period of time 
was likely to be several months at least, 
with no reasonable assurance that even 
so long an abandonment of her profes- 
sion would enable her to return to it, 
she was terribly distressed. Not only did 
she like nursing, it was the only thing 
for which she had any educational 
preparation. She was sure that what- 
ever employment she might find out- 
side the field of nursing would be less 
congenial and probably lower paid, in 
view of her lack of training and ex- 
perience. 

She determined to seek the advice 
of the director of nurses, hoping there 
might be some nursing assignment 
available which would not involve ex- 
posure to any of the substances to which 
she was sensitive. She also wanted to 
know what arrangements the hospital 
would make to defray what promised to 
be a rather expensive course of exam- 
ination and treatment. 


Temporary Employment Sought 


Miss Wallis, the director of nurses, 
went over the report of the dermatolo- 
gist very carefully. She had liked Miss 
James as a person and as a nurse since 
the time she had employed her two 
years ago, and if there was any type of 
duty she could make available to her, 
where she would be secure from ex- 
posure to any of the irritating liquids, 


*Sulzberger, Marion B: “Determining The 
Industrial Nature of a Dermatitis,” New 
York State J. Med., 36:1307 (Sept. 15, 
1936). 







nigh 
she intended to do so. Actually, Misffor t 
Wallis was just at the point of initiating whic 
a revision of the job descriptions for alj sbje 
nursing and auxiliary nursing personnelf furt! 
and the preparation of a nursing degdimi 
partment manual to assist in the orienta Jame 
tion of new personnel. She felt she 
could profitably use the services of Mis 
James in connection with these tw 
projects as a temporary special assistant W 
working out of the nursing office. 
The administrator of the hospital had 
already approved the temporary em. 
ployment of such an assistant at a salan§ she | 
equal to what Miss James received 3 
a general duty staff nurse, so Mis 
Wallis felt free to offer this assignment 
to Miss James without further consults. § was 
tion with him. However, as she told 
Miss James, the director of nurses would 
have to refer the question concerning 
the hospital’s paying for the services of 
the dermatologist to the administrator, 
Miss James was relieved and grate §j ss 
ful. Enthusiastically, she embarked up. 
on the duties of her new assignment 
and demonstrated a hitherto totally u- 
suspected proficiency with respect to 
that type of work. Miss Wallis con 
gratulated herself on having the ver 
effective assistance of Miss James with 
respect to what she had feared would § mt 
be a monumental headache. Then she 
approached the administrator, who had 
just returned from a week-long conven- 
tion, about the hospital underwriting Ir 
the fees of Miss James’ dermatologist. 
It seems that one of the convention § the 


sessions which most impressed and § boat 
distressed the administrator had to do § M0 
with the growing tendency upon the § thro 
part of state legislatures and courts to § &ver 
liberalize benefits under Workmen's § ly 
Compensation and Occupational Dis The 
ease laws. He was personally convinced § 8! 
that most, if not all, accidents suffered - 

mos 


by employees in the course of their 
employments are due to the employees § # te 
own carelessness, and that no disease and 
can fairly be described as_ resulting this 


from any exposure incident to hospital fact: 
employment, if the employee has taken of 
proper precautions. He informed the § tise 
director of nurses that Miss James must § Wor 


be discharged, and that the hospital 
could pay for none of her medical ex- § *c! 
penses. He explained to Miss Wallis 
that if Miss James were continued in the 
the employ of the hospital, after her 
sensitivity was known to its administra- 
tion, the hospital might be responsible § om 
for any further disability she suffered 
which could be related to her employ- they 
ment, and that so long as she was e- 
ployed in the hospital she could claim 
that she was exposed to one or more 
of these liquids to which she was set- 
sitive. On the subject of her past medi- 
cal expenses, he explained to Miss 
Wallis that while the hospital would be 
willing to defray them, if it did soi 
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might be an admission of responsibility 
for the condition for the treatment of 
which they were incurred, and might 
subject the hospital to liability for all 
further medical care, and for all loss of 
diminution of earnings suffered by Miss 
james in the future. 


legal Protection 


When this information was given to 
Miss James she was, for the moment, 
completely crushed. To be debarred 
fom the only employment for which 
she was trained was tragedy enough. 
When she was told that without em- 
ployment she must personally defray 
the expenses of dermatological care she 
was completely discouraged. However, 
with the R.N.’s conditioned reaction to 
difficulties and emergencies, she at- 
tacked her several problems in order of 
importance. She found she could obtain 
acellent dermatological care, regard- 
ss of her ability to pay, as a clinic 

tient of one of the largest and best 
staffed hospitals of the city, including 
in-patient treatment if that should be 
required. She also found that she could 
obtain a prompt determination of her 
fights under the Occupational Disease 
Law of the state, even though she was 
not a member of a powerful labor 
mion, and even though she could not 
fford to retain high-priced legal 
representation. 

In the state in which Miss James had 
been employed, as in many other states, 
the state workmen’s compensation 
board, by whatever name it may be 
known locally, maintains offices located 
throughout the state, so that practically 
every place of employment is reason- 
ibly convenient to one of such offices. 
There one may obtain the forms to 
register the claim, and trained, gra- 
tuitous assistance in filling them out. In 
most cases the hearings are held before 
areferee or commissioner, not a judge, 
md are relatively informal. Of course, 
this does not mean that the essential 
facts need not be proved. The wording 
of the particular state’s occupational 
disease act, if a case of disease, or the 
wording of the particular state’s work- 
men’s compensation act, if a case of 
acidental traumatic injury, must be 
examined and the proofs must bring 
the case within the wording of the law. 
Wherever it appears that the claim is 
fairly contestable the services of an at- 
tomey are valuable, since he knows 
what facts will be in dispute and how 
they may be discovered and proved; by 
the subpoenaing of witness and records; 
by formal interrogatories addressed to 
persons or institutions in possession of 
material information; and by taking 
the depositions under oath of persons 
who have knowledge bearing upon the 
matters in dispute. 
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The claimant does not have to feel 
that she may, by consulting an attorney, 
obligate herself for a large sum of 
money, perhaps even in the event of an 
adverse decision. If she knows an at- 
torney she should be able to tell him 
her problem and ascertain his schedule 
of charges without obligating herself in 
any way. If she is not personally ac- 
quainted with a lawyer, she will find 
that the local Bar Association probably 
has either a reference service or a refer- 
ence committee, the location of which, 
if not listed in the telephone directory, 
can be obtained from the Court House, 
City Hall, or the office of any Judge, 
and it is a refreshing surprise to many 
people to find that most judges are 
very readily approachable on any mat- 
ter that does not involve the com- 
promise of their judicial duties. Where 
a person avails herself of the services of 
a Bar Association reference service she 
is usually guaranteed a conference with 
a lawyer qualified in the area of her 
legal problem, who will give her a gen- 
eral outline of her rights, point out the 
pitfalls in their attainment, and who 
will tell her the basis of his charges for 
representing her in the pursuit of those 
rights. 

Quite often, if the consulted attorney 
feels the case is meritorious, and the 
client is unwilling to obligate herself to 
a fixed fee regardless of outcome, the 
attorney will agree to handle the case 
on what is called a contingent fee basis. 
This means that his services need not 
be paid for unless they are successful, 
since his only fee is a percentage of 
the amount recovered by the client. 

To insure that contingent fee arrange- 
ments are not unfair or unreasonable 
from the client’s point of view, the 
local court usually retains the power to 
review and adjust them. Any adjust- 
ment, however, is always in favor of 
the client, not the lawyer. He is pre- 
sumed to know the value of his services, 
and if he has priced them too low, he 
is stuck with his own evaluation. Where 
the consulted attorney is unwilling to 
accept a contingent fee arrangement he 
will usually be able to suggest the name 
of one or more of his colleagues who 
will accept the case on that basis. 


Cost of Interview 


The cost of the initial interview with 
the attorney is seldom more than five 
dollars. Often there is no charge at all. 
Of course, since a lawyer’s time, like 
that of a physician or a nurse, is his 
only salable commodity, he will appre- 
ciate it if the client is on time for the 
appointment, and if she has organized 
and articulated the facts bearing upon 
her problem. And he will not couch 
his explanation in abstruse, technical 
terms, unless he is newly admitted to 


practice. In this respect he does not 
differ from his professional brother in 
medicine. 

The law in the state in which Miss 
James was employed defined, as an 
occupational disease, “Infection or in- 
flammation of the skin due to dust, 
liquids or fumes in any occupation in- 
volving direct contact with, handling 
thereof, or exposure thereto.” The real 
question, of course, is medical rather 
than legal. As has been observed, some 
diseases, such as lead poisoning, which 
has been recognized as occupational 
for centuries, might cause no difficulty, 
but others require extensive expert 
testimony involving highly specialized 
knowledge, acquired prior to, and not 
in anticipation of, litigation. 

If the dermatologist of Miss James 
is prepared to testify that, in his opin- 
ion, her present disability resulted from 
her direct contact with, or handling of, 
certain liquids in her employment as a 
general staff duty nurse, she should be 
entitled to compensation. And he would 
not be required to specify, with scien- 
tific exactness, which liquid was re- 
sponsible. 

As has been said by a lawyer special- 
izing in workmen’s compensation cases, 
now a judge, “if an employee estab- 
lishes that he was disabled by a buzz- 
saw, he is not required to prove which 
tooth of the saw did it.” Of course, if 
Dr. Snyder feels that the dermatitis of 
Miss James was the result of her ex- 
posure to various substances not in- 
volved in her duties as a general duty 
staff nurse, or even if he feels himself 
ethically and conscientiously unable to 
give it as his professional opinion that 
she was disabled by reason of her ex- 
posure to one or more of the liquids or 
fumes she encountered in the per- 
formance of those duties, she has no 
claim against the hospital. On the other 
hand, if Dr. Snyder, or any other quali- 
fied dermatologist, is willing to give his 
professional opinion, under oath, that 
Miss James was disabled by reason of 
her exposure to one or more named 
liquids or gasses she was exposed to as 
a general duty staff nurse, the hospital 
which employed and exposed her should 
be responsible for her medical expense 
incurred in the alleviation of the dis- 
ability resulting therefrom, and for her 
impairment of earnings, in accordance 
with the law of the state in which she 
was employed. 


Suggested References 


Purdon’s Pennsylvania Statutes Annotated, 
Title 77, Workmen’s Compensation. 
West Publishing Co. St. Paul, Minn. (A 
compilation of the General and Per- 
manent Laws from the year 1700 to the 
Present Time. ) 

The Pennsylvania Medical Journal. Vol. 
50, No. 1 (Jan. 1956). 
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This article—the second in a series of three— 
deals with the three steps involved in guiding the 


team program to fulfillment. 


Supervising the Team Program 


by M. MARIAN WOOD, B.A., M.A., Assistant Chief, Nursing Education, and Nurse Personnel Standards Specialist; 
CARMELLA CHELLINO, Head Nurse, medical ward; HELEN BELTRAN, B.S.N., Head Nurse, tuberculosis ward; 

ELIZABETH LARSON, Head Nurse, neurological ward; MARGARET ROSSER, B.S., instructor, V.A. Hospital; and 
WILMA C. TATUM, Head Nurse, psychiatric ward. 


T HIS is the age of supervision. 
Supervisors are found in every type 
of organization where thought is given 
to the improvement of operations. 
Supervision is a form of leadership and 
therefore is concerned chiefly with per- 
sonnel. 

The team leader by virtue of her po- 
sition in the team is a first level super- 
visor. It is essential that she assume this 
role effectively. As a first level super- 
visor her responsibilities might be sum- 
marized as planning a program of care 
and assigning, assisting, guiding, and 
directing members of the team in car- 
rying out this plan. The team leader’s 
effectiveness as a supervisor will be 
measured by the help she will give to 
the individual members of the team. 
The strength and the lifeblood of any 
supervision is a matter of human rela- 
tionships. Improvement in the opera- 
tions of any working unit is attained 
by working with and through others. 
The tone of the relationships within the 
group is set by the team leader. Success 
is dependent upon the manner in which 
the team members accept the team 
leaders. It is expected that a super- 
visor will use the creative aspects of 
her personality to understand and to 
meet situations. 

Supervision is a continuous activity 
which the team leader integrates into 
her personal work schedule. This means 
a faithful vigilance to the needs of pa- 
tients and a constant alertness to the 
performance of team members. This 
might be expressed in an old axiom, 
“The eye sees what the mind has pow- 
er of seeing.” The team leader who 
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thus sets her sights will make effec- 
tive use of her time. 


Program Planning 


Supervision begins with effective 
program planning. For the team leader 
this requires planning an effective care 
program for the patients assigned to 
the team and then translating it into an 
achievable group assignment. The plan 
must then be communicated to and 
clarified for the team. As a leader she 
is expected to promote the assignment, 
which is the foundation for the super- 
vision which the team leader will ex- 
ercise. 


Aid Personnel 


The second stage of supervision is 
to help the personnel to carry out the 
program of care in the way that the 
team leader intended. During this phase 
the team leader assists, guides, and di- 
rects the members so that they perform 
their assigned tasks skillfully, accurate- 
ly, intelligently, enthusiastically, and 
completely. At times the team leader 
will initiate action by offering assist- 
ance; at other times the team member 
will initiate action by seeking guidance. 
The team leader must make herself 
available to her personnel. 

The following items are suggested as 
a guide to help the team leader 
strengthen the actual practice of first 
level supervision: 

1. Know your team members as in- 
dividual people. Understanding leads 
to confidence and security. This is the 


basis of human relations and effective 
working relationships. 

2. Keep in constant touch with the 
team activities. Integrate alertness into 
your personal work schedule. Look as 
you work. Talk and listen as you pro- 
ceed. 

3. Provide equipment and supplies 
which are needed for efficient opera- 
tion. If there must be improvisation, 
make the end result creative and in- 
ventive by using the group ideas. 

4. Promote an environment which 
favors quality work and creativeness. 
Let your own performance show these 
characteristics. 

5. Work toward good group morale 
by building esprit de corps within “my” 
team. Give recognition and praise as 
warranted. This brings a fringe benefit 
known as “psychological pay.” 

6. Promote the use of established 
patient care procedures. Make certain 
that you know how to carry out and 
guide team members in the use of es- 
tablished procedures. 

7. See that established hospital poli- 
cies are observed. “He who sees blind 
loses face.” 

8. Observe and evaluate the per- 
formance and the abilities of the indi- 
vidual members of the group. Record 
incidents of note so as to assume your 
responsibility in the rating, rewarding, 
and eliminating of team members. 

9. Give thought to the psychological 
needs of your team members. Person- 
nel can more adequately meet the psy- 
chological needs of patients if their 
own human needs are met. 

(continued on page 33) 
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A Comparison 


of Student Profiles 


HERE HAS BEEN considerable dis- 
T cussion, within nursing circles, on 
the relative effects different kinds of 
ducational preparation have on the 
ittitudes, personalities and maturation 
if student nurses. Differences in the 
aducational setting, in the objectives of 
ihe programs, and in the educational 
backgrounds of faculty, among other 
factors, have implied that there may be 
ral differences in attitudes between 
the graduates of various programs. This 
has suggested a study! to ascertain 
whether or not these programs do af- 
fect nurses’ attitudes. Such a study 
must distinguish between other factors 
which may influence nurses’ attitudes 
ind the effect of the educational pro- 
gam itself. 

The attitudes held by nurses are im- 
portant in relation to how they perform 
professionally. These attitudes are born 
of many things, including a person’s 
background (i.e. intelligence, environ- 
ment, social contacts, etc.) and the 
educational factors to which one is ex- 
posed. Student nurses may pursue their 
educational preparation in one of three 
distinct basic nurse-education programs. 
lt was considered important to learn 
whether there was any relationship be- 
tween the particular basic program 
chosen, background, and attitudes. 
Further, it was desired to learn whether 
exposure to this education effected a 
change in attitude and whether there 
were differences in these changes de- 
pendent on the particular program 
udertaken and the student’s_ back- 
ground. 

Before answering the question of 
differences in terms of experience it is 
important to have a clear picture of the 
goups of students entering the basic 
turse education programs, and deter- 
mine what differences, if any, may exist 
at the time of entrance. The present 
paper will therefore concern itself with 
basic programs chosen for study, stu- 


dent sample selected, and background 
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Do students in the basic nurse education programs differ with respect to 
attitudes and background factors as determined at the time of entrance? 
. how does experience in a nursing program influence them? Part 1 of a 


hree-part article deals with the background factors students bring to the program. 
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factors of religion, socio-economic 
status, self-rating, intelligence, social 
dominance-submission, and adjustment 
at the time of entrance into the three 
basic nurse education programs. 


Lack of Preciseness 


Many studies, made previously to 
define various factors which are im- 
portant in understanding the potential 
of nursing students, have suffered from 
a lack of preciseness. The failure was 
because the problem, the factors in- 
volved, and the nature of the sample 
group were not properly defined or de- 
limited. In the light of the desire to see 
research in nursing acknowledged as a 
science, it is essential that workers in 
this area formulate a comprehensive 
methodology for nurses. 

In this study the problem has been 
defined and the area of investigation 
delimited. Previous studies concerned 
with investigating nursing students, 
such as those conducted by Eron,? 
Frumkin,? and Nahm,‘ tended to group 
their samples into academic year classes, 
regardless of individual differences of 
age, experience, and educational back- 
ground. It was not certain from these 
groupings whether one was dealing 
with the same or different populations. 
Hence the validity of the conclusions 
was questioned. 

Basic nurse education programs range 
from two to five years in length. The 
three distinct basic nurse education 
programs considered are as follows. The 
first is a three-year hospital program 
which leads to a diploma in nursing. 
This type of program, the oldest of 
all presently utilized in nurse education, 
is centered in a hospital. The second is 
an associate degree program which leads 
to an Associate in Arts or an Associate 
in Applied Science degree. This is the 
most recent of the present nurse educa- 
tion programs, and is usually located 
in either a two-year Junior college or 


in the lower division of a four-year 
college. The third is a Baccalaureate 
program which leads to a Bachelor of 
Arts or Bachelor of Science degree in 
nursing. This is the second oldest of 
the present nurse education programs, 
and is located in either a college or a 
university. 

The Diploma and Associate Degree 
programs prepare students for regis- 
tered nurse functioning and the Bac- 
calaureate programs prepare students 
for first-level professional nurse func- 
tioning. Two of these programs are 
collegiate preparation (the Associate 
degree and Baccalaureate programs) 
and one (the Diploma program) pro- 
vides for an apprentice-type preparation 
in a service-centered institution, the 
hospital. 


Teaching Requirements 


The teaching requirements for the 
faculty in Diploma programs have been 
much less severe in the past than those 
for the faculties of the other programs. 
Nurse education faculties in Associate 
Degree and Baccalaureate programs are 
expected to meet the same standards 
as other university faculties. 

The hypothesis being tested is that 
diferences exist between program 
samples in terms of background factors 
at time of student's entrance. The as- 
sumption is that these background fac- 
tors have relevance for selection of 
students for nurse education. 

The schools selected for study were 
those which had full National League 
for Nursing accreditation and offered a 
single basic program of either diploma, 
associate degree or baccalaureate type. 
The baccalaureate schools included 
were those offering a generic program 
including experience in public health 
nursing and that were four years in 
length. Schools were thus selected in 
an attempt to have a representative 
sample of those which would continue 


19 








TABLE | 


STUDENTS RETAINED AND DELETED FROM INITIAL SURVEY 












































Program 
Associate 
Diploma Degree Baccalaureate Total 

No. % No. % No. % No. 
Number 
initially 796 100.00 96 100.00 203 100.00 1095 
surveyed 
Reason for 
deletion 
Re-entry 19 2.38 5 5.23 2 0.90 
Age 9 1.13 7 7.29 1 0.49 
Age and 
Marriage 7 0.18 14 14.58 0 0.00 
Marriage 5 0.62 7 7.29 0 0.00 
Practical 
Nurse 5 0.62 2 2.08 0 0.00 
Male 0 0.00 1 1.04 0 0.00 
Total 
Deleted 45 4.93 36 37.51 3 1.39 84 
Number retained 
in original survey 751 60 200 1011 

TABLE Il 


NUMBER AND PER CENT OF STUDENT ATTRITION IN SAMPLE 

















Program 
Associate 
Diploma Degree Baccalaureate Total 
No. % No. % No. % No. 
Number retained 
for original survey 751 100.00 60 100.00 200 100.00 1011 
ATTRITION 137 18.24 15 25.00 26 13.00 178 
Number retained 
for Re-survey 614 81.76 45 75.00 174 87.00 833* 





* Note: All test results are discussed and represented on the basis of the 833 students re- 
tained in the re-survey. 





TABLE Ill 


NUMBER AND PERCENTAGE OF RELIGIOUS AFFILIATION 
OF STUDENTS IN DIPLOMA, ASSOCIATE DEGREE 
AND BACCALAUREATE PROGRAMS 














Program 

Diploma Associate Degree Baccalaureate 
Religious 
Affiliation No. % No. % No. % 
Catholic 186 30.2 17 37.8 72 41.4 
Protestant (1) 349 56.8 21 46.7 82 47.1 
Jewish 75 12.2 7 15.5 18 10.3 
Other (2) 2 4 0 0.0 0 0.0 
None (3) 2 4 0 0.0 2 1.2 
Total 614 100.00 45 100.00 174 100.9 





Legend: (1) Protestant—included religious backgrounds such as Baptist, Methodist, 
Presbyterian, Lutheran, Episcopalian. 

Legend: (2) Other—included those students who identified their religious back- 
ground as being Hindu, Mohammedan, and other Oriental denomi- 
nations. 

Legend: (3) None—included those students who indicated none or omitted identifi- 
cation with any of the religious groups. 
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in existence for some time. NLN ac 
creditation assures a given set of stand. 
ards for a program with an allowance 
for individual differences in schools 
within a particular type of program. To 
insure a fairly adequate representation 
of schools in the United States, the 
geographic area selected was north. 
eastern United States with schools lo 
cated in large metropolitan areas. 

A total of 24 basic nurse education 
schools were utilized for study of which 
13 were diploma, 5 associate degree, 
and 6 basic baccalaureate. 

It was in an attempt to have a fairly 
homogeneous population that consider. 
ation was given to marital status, pre- 
vious nurse education, age and sex. The 
majority of students entering schools of 
nursing do so immediately after com- 
pleting their high school education. 
Most schools still require their students 
to be single and have a maximum enter. 
ing age of 38 years, except for the as. 
sociate degree program which has ex. 
tended this age limit. The vast majority 
of students entering nursing schools have 
had no previous nurse education. The 
sample utilized for study was delimited 
to single females, between 16.9 and 
25.4 years of age, with no previous ex- 
perience in any type of nurse education 
program. The mean age of this sample 
was 18.5 years. 

The initial number of students sur- 
veyed and those deleted on the basis of 
sample delimitations are indicated in 
Table I which specifies the reasons for 
delimitation. 

The number and percent resulting is 
based on the 1,011 students who origi- 
nally qualified for inclusion in the study 
sample. Of the 1,011 subjects who orig- 
inally were included in the sample, 178 
had left the programs for a number of 
reasons, such as academic failure, dis- 
like of nursing, marriage and lack of 
educational challenge (since accurate 
figures were not tabulated on these data, 
the exact numbers are not specified). 
The final number of subjects who quali- 
fied for the delimited population was 
833. All results on background factors 
are in terms of the 833 subjects who 
qualified for both periods of testing. 
The distribution of these 833 subjects, 
by program and percent of attrition, is 
indicated in Table II. 

It is of interest to note that the 
highest drop-out rate occurred in the 
Associate Degree program. One might 
speculate as to the causes for this and 
possibilities may center about ease in 
transferring into another curriculum 
within the college, inability to meet 
educational standards, homesickness, 
etc. Since the study was limited to the 
first year of the program, one would 
expect to find additional numbers of 
drop-outs occurring at a later time. It is 
known from published attrition rates 
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for colleges and universities that the 
largest number of drop-outs occur dur- 
ing the first year of a program, with a 
decreasing incidence as the student 
progresses. 

Attrition places a heavy burden on 
those conducting educational programs, 
for it involves an expenditure in terms 
of time and effort on the part of the 
student and faculty which has been lost 
to both. One might well question the 
adequacy of the selection criteria and 
the program itself in seeking answers 
to the high rates of attrition presently 
plaguing nursing education. One can 
mswer the question for the present 
population in terms of the delimited 
group, but what of the older age group 
attracted to these programs? 

There has been discussion that nurse 
education tends to attract the fewest 
sumbers of its applicants from those 
with Jewish religious affiliation. The 
Cornell study, which included all bac- 
calaureate and diploma schools in New 
York State, demonstrated that the 
largest number of students enrolled 
were Catholics. The distribution of 
religious affiliation in the present study 
is indicated in Table ITI. 

It will be noted that in the present 
study, regardless of program, the rela- 
tive number of Jewish students varies 
between ten to fifteen per cent of the 
program population. It will be further 
noted that the largest per cent of stu- 
dents are those with Protestant affilia- 
tion. If this sample is truly representa- 
tive, then a similar population selected 
from a large area of the United States 
would demonstrate similar proportions 
of students enrolled in their programs. 

All measures used for background 
factors were of a pencil and paper 
variety and were based on an indirect 
measure of assessment. Wherever ap- 
plicable, scales were taken from the 
literature. In some cases simple scales 
were devised and utilized for the pur- 
pose at hand. 


Socio-economic Background 

The socio-economic background of 
students was determined by use of the 
Occupation of Father sub scale of the 
Warner Index of Status Characteris- 
tics.5 This sub scale correlates .91 with 
the total scale and is described in the 
literature as the most valid single index 
if only one factor is to be utilized for 
identification. The major differences be- 
tween baccalaureate schools and the 
other basic schools is the financial cost 
of the education. The scale ranges from 
one to seven with one indicating the 
upper socio-economic status and seven 
the lowest socio-economic status. The 
Means for the three groups were as 


follows: Diploma ’ 
Associate degree 4.4 
Baccalaureate 3.5 
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A Chi Square test yielded no signifi- 
cant difference at the .001 level of con- 
fidence between the Associate Degree 
and Diploma groups but did show a 
significant difference between either of 
these and the Baccalaureate group. The 
Baccalaureate group was drawn from 
upper-middle and lower-upper socio- 
economic backgrounds whereas the As- 
sociate Degree and Diploma group tend 
to be drawn from a similar segment of 
the population, lower-middle and lower- 
income groups. One may consider 
whether the lower socio-economic 
groups are attracted to a more service- 
oriented type of education. Is there a 
tendency for nurses, in keeping with 
the social mobility present in our so- 
ciety, to attempt to elevate their social 
status by means of advanced educa- 
tionP A comment by Habenstein and 
Christ® in their study of nurses in Kan- 
sas City indicates that “ . nursing 
carries with it an ambiguous status, 
since long training and high standards 
of performance do not automatically 
gain for the nurse commensurate pres- 
tige or social estimation . . . It is char- 
acteristic of nursing that it is socially 
isolated, and retains vestiges of the 
cloister—a mode of social organization 
left over from an earlier historical 
period when nursing generally had a 
more pronounced religious connection. 
In consequence of this isolation her 
opportunity for shared social and intel- 
lectual relationships with other hospital 
personnel . . . is limited.” 

Though the socio-economic _back- 
ground of the student in the Diploma 
and Associate Degree sample is low at 
entrance, this changes at the successful 
completion of the course of study. The 
trend of status-seeking is one which 
pervades our society and may in part 
contribute to the large number of 
persons from the lower economic 


groups found in these two programs. 
With what potential do students 
perceive themselves as performing aca- 
demically, once they have been ac- 
cepted into a school of nursing? Since 
the entering freshmen were surveyed 
shortly after they entered the school, it 
was felt that their estimates would be 
an indication of the perceptions they 
had prior to entrance. Any self-per- 
ception is based on a combination of 
expectations and performance. The 
performance at this period is largely 
influenced by their previous experience 
in high school. The group was asked 
to rate themselves as students on a five 
point scale ranging from “fair” to “ex- 
cellent.” The scale devised for rating 
was designed so that “average” ap- 
peared near the bottom of the scale, 
and thus forced the student to down- 
grade herself. This was done in an 
attempt to obtain a fairly precise esti- 
mate of the actual potential the student 
possessed. The results indicated that all 
students tended to rate themselves be- 
tween “good” and “average” with the 
largest number of the Associate Degree 
students rating themselves “average” 
and the Baccalaureate and Diploma 
students rating themselves “good.” 
The self-rating distributions of the 
three groups were compared and were 
found to be significantly different at 
the five per cent level of confidence. 
Since the sample on which this com- 
parison was made was retained for the 
entire study, it is consistent to find that 
the perceptions indicate an ability to 
successfully carry out academic studies. 
This was found to be true in all three 
programs. Perceptions may be altered 
by reality and since the students had 
not had any period for the evaluation 
of their abilities, it would appear they 
were operating exclusively on past ex- 
periences. What actually happened as 


TABLE IV 


NUMBER AND PER CENT DISTRIBUTION OF INTELLIGENCE 
SCORES ACHIEVED BY STUDENTS IN SAMPLE GROUP 





























Program 
Diploma Associate Degree Baccalaureate 
Intelligence 
Score No. % No. % No. % 
70- 98 48 7.82 1 2.23 7 4.02 
99-109 228 37.13 13 18.88 39 22.41 
110-119 309 50.32 29 64.44 106 60.92 
120-129 29 4.73 2 4.45 22 12.65 
Total 614 100.00 45 100.00 174 100.00 
Mean 108.9 11 112 
Standard 
deviation 7.25 6.55 7.28 
Standard error 
of Mean .293 976 551 





F equals 18.599 


P less than .01. df 


df 2/830 








a result of a year of experience in the 
program will be explored in a future 
article dealing with post-test results. 
The selection of the background 
factors for evaluation was based on 
whether there was a reasonable pre- 
sumption that they would have an 
influence on the attitudes under in- 
vestigation. Since the attitude of au- 
thoritarianism was to be included, and 
several studies have investigated factors 
of personality, particularly submission- 
dominance, in relation to authoritarian- 
ism it was deemed important to include 
a measure of this factor in the present 
study. An individual with a high feel- 
ing of “dominance” is characterized by 
“self-confidence, self-esteem, high self- 
respect and evaluation of the self- 
consciousness or feeling of ‘superiority’ 
in a general sense, a feeling of being 
able to handle other people, a feeling 
of masterfulness and of mastery, a feel- 
ing that others do and ought to admire 
and respect him, a feeling of capability, 
and an absence of shyness, timidity, 
self-consciousness or embarrassment.” 
These are in keeping with general 
characteristics set up by A. H. Maslow 
for measurement of dominance in his 
Social Personality Inventory. Further, 
it was felt that, since nursing is a 
service-oriented profession in which one 
is placed on a hierarchal scale from 
leader to follower, the student, being 
in the lowest position of the hierarchal 
order next to the staff nurse, would 
necessarily need some submissive tend- 
encies so as not to conflict with the 
regimented order of the clinical setting 
which is headed by the supervisors and 
doctors. Though the nurse must de- 
velop diagnostic skill in giving adequate 
nursing care, she will perforce spend a 
large portion of her basic training re- 
ceiving orders and carrying them out. 


Rigid Authority 


If one views the previous order of 
things in nursing, it was not unusual 
for the head nurse and supervisor to 
assume positions of rigid authority 
where their word was law and was to 
be obeyed. Though the underlying 
motivation may have been to command, 
the ability to get things done was not 
brought about by respect for the indi- 
vidual in authority but rather by fear 
of punishment. Did the opportunity to 
enter nursing offer the submissive per- 
son a means by which she could 
eventually lead in an authoritarian way 
without questioning? It was this rela- 
tionship between rigid and weak per- 
sonality structure that led to the study 
of social dominance-submission from 
the group entering schools of nursing. 

The scale utilized for the measure of 
social dominance-submission was one 


developed by Maslow® entitled Social 
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TABLE V 
SUMMARY OF THE RESULTS OF BACKGROUND FACTORS 

















Variable 
Socio- Domi- 
econo- nance 
Pre- mic In- Sub- 
Relig- Self Back- telli- mis- 
Program Age ion Rating Ground gence sion IAV 
Diploma 
N-614 0 0 0 0 xX 0 0 
Associate 
Degree 
N-45 0 0 xX 0 0 0 0 
Bacca- 
laureate 
N-174 0 0 0 xX 0 0 0 





Note: 0 Indicates no significant difference between means 
X indicates significant difference between means 


Personality Inventory and deals with 
a variety of social situations such as 
manner of dress, conformity to societal 
patterns, and dating habits. It is these 
social areas which influence the every- 
day reactions of the individual. Studies 
done in Kansas City and New York 
State indicated that nurses as a group 
are submissive, but to what extent they 
were submissive was not determined. 
The present study investigated the 
range of social dominance-submission 
of the group and found that, on the 
whole, the group was extremely socially 
submissive to the degree that they were 
in need of adequate counseling and 
guidance. 

The scale used to measure this factor 
had been validated on groups of enter- 
ing college freshmen and it had been 
stated in the literature that religious 
affiliation had to be considered since 
Jewish women in general were more 
dominant than Protestant women, who 
in turn were more dominant than 
Catholic women. When an attempt was 
made to correlate the factor of social 
dominance-submission with religious 
affiliation in this study, no correlation 
was found. The conclusion derived 
from considering this factor is that, 
regardless of religious affiliation, stu- 
dents entering nursing are drawn from 
a segment of the population which 
tends to be socially-submissive in 
character. 

It has long been contended by edu- 
cators that the more intelligent students 
are drawn to and selected by Bac- 
calaureate schools. To what, if any, 
extent these differences were in evi- 
dence between the three sample groups 
was considered important for the pres- 
ent study. In addition, studies? have 
shown that the brighter student has 
been able to “fake well” on attitude 
tests and it was of interest to determine 
whether this phenomenon would be 
demonstrated in the present investi- 
gation. A short form Wonderlic Intel- 


ligence test with scores converted to an 
equivalent Otis Mental Maturity scores 
was utilized for this evaluation. The 
distribution of the scores is indicated 
in Table IV. 

The majority of the scores in the 
three samples fall between 99 and 119 
which is the middle range of scoring 
for intelligence. The means _ range 
from 108.9 to 112 with the highest 
mean in the baccalaureate sample. A 
comparison of the means revealed a 
statistical difference at the five percent 
level of confidence. A further compari- 
son was made between the samples for 
the nature of this difference. It was 
revealed that the diploma sample was 
significantly lower than either the as- 
sociate degree or baccalaureate group. 
Furthermore, there was a similar level 
in scoring between the associate degree 
and baccalaureate group. Though the 
scores themselves appear to be quite 
close, these are different in a statistical 
sense and can be concluded to differ 
only in this particular way. Since the 
measure used to evaluate this gave only 
a rough estimate, to insure more pre- 
cision one might wish to utilize a more 
precise instrument. 

The Bills’”® Scale for Index of Adjust- 
ment and Values utilized a different 
score between the way the individual 
would like to be and how he views 
himself. The extent of the difference 
between these two is the measure of 
adjustment used for evaluation. The 
mean for the scale was established at 
43.4 and those scoring below this level 
would be inclined to have a higher level 
of adjustment. In all three samples the 
scores fell below this mean and was 
inferred as being a good level of ad- 
justment for the sample. 

A summary of the results of the 
background factors is presented in 
Table V. 

It will be noted that differences in 
background factors between the pro- 

(continued on page 34) 
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ances and Trends in 
DRUG THERAPY 


by JOAN SARVAJIC, R.N., M.S., M.D. 


Formerly Instructor in Pharmacology, 
Bellevue Schools of Nursing, New York City 


Management of the Patient with Cerebrovascular Accident 


Two famous contemporaries, Sir Winston Churchill and Presi- 
lent Eisenhower brought the topic of cerebrovascular accident 
0 the attention of the American public. Each suffered from 
‘troke,” each recovered, and both continued to perform in their 
respectively important roles in life. 

“Stroke” is the general term used by both the medical pro- 
fssion and the public to describe cerebral vascular accidents. 
This article will review the etiology and pathogenesis of stroke; 
ymptoms and signs; and the prognosis and management. 


tiology and Pathogenesis 


A cerebrovascular accident may be caused by several different 
types of cerebral vascular lesions. The three most common causes 
we thrombosis, hemorrhage, and embolism. Occasionally strokes 
may result from compression of a cerebral blood vessel by a 
tumor or other space-occupying mass. Intravascular thrombosis 
is by far the most frequent etiologic factor. The relative fre- 
quency of the three common causes of hemiplegia, which is on 
wcasion the end result of stroke, is listed as thrombosis 71 per 
wnt, hemorrhage 23 per cent, and embolism 6 per cent. 

Thrombosis of a cerebral artery is usually preceded by athero- 
slerotic changes in the vessel. Less frequently, thrombosis may 
weur in the presence of inflammation of the cerebral vessels 
which may be primary as in periarteritis nodosa, or which may 
be secondary to acute meningitis or to acute encephalitis. While 
thrombosis is found most commonly in persons with atheroma 
itmay occur in young adults in association with syphilitic end- 
ateritis, septicemia, and other infectious conditions. 


Cerebral Hemorrhage 


Hemorrhage into the substance of the brain occurs when the 
wall of the vessel has been weakened beyond its ability to with- 
stand the pressure of blood within it. Hence, cerebral hemorrhage 
occurs more frequently in the presence of hypertension. Cerebral 
hemorrhage may occur as a result of congenital anomalies of 
the cerebral vessels or it may be caused by head trauma. Drug- 
induced prolongation of the prothrombin time has also been 
reported as a predisposing cause of cerebral hemorrhage. 

The cerebral arteries are comparatively thin walled and fragile. 
The exact mechanism of the hemorrhage is seldom demonstrable 
pathologically, but one possible course of events is for an intima 
damaged from atherosclerosis to serve as a focus for a dissecting 
ameurysm of the vessel which ultimately breaks through the com- 
paratively weak vessel wall causing hemorrhage into the brain 
substance. 

Cerebral embolism is exemplary of a disorder of cerebral circu- 
lation arising from pathological processes topographically remote 
fom the brain. In young persons it is associated particularly 
with rheumatic or bacterial endocarditis; with auricular fibril- 
lation at its onset, or when, as a result of treatment, fibrillation 


ceases and the auricle begins again to beat as a whole. Of interest 
are recent reports of hemiplegia resulting from emboli dislodged 
from mural thrombi during operations on the heart such as 
mitral commissurotomy. In older persons it may complicate coro- 
nary thrombosis, as when a fragment of clot forming on the 
endocardium over the infarcted area becomes detached. It may 
occur in aortic atheroma when a thrombus separates from an 
atheromatous ulcer. It is perhaps most commonly found with 
rheumatic endocarditis in young persons. 


Symptoms and Signs of “Stroke” 

The patient who has a cerebral vascular accident seldom has 
any immediate warning or premonitory symptoms. Cerebral 
atherosclerosis may cause headaches and episodes of giddiness. 
These symptoms, however, are seldom more frequent or more 
severe during the period immediately preceding a stroke. 

In the vast majority of patients, the onset of a cerebral vas- 
cular accident is sudden and dramatic. If the patient is awake, 
he may collapse in coma or he may fall abruptly because of 
paralysis of a leg without loss of consciousness. If the vascular 
accident occurs while the patient is asleep, he may lapse into 
coma without awakening or he may fall to the floor when he 
attempts to arise from bed in the morning. 

When the patient is examined, it is usually noted that as he 
breathes, one cheek is blown out more distinctly than the other; 
there may be a unilateral loss of the withdrawal reflex which 
normally follows vigorous stimulation of the sole of the foot; 
when the arms are elevated, one falls more rapidly than the 
other; there is unilateral loss of the corneal reflex, and a unilateral 
Babinski sign. 

The important differentiation which arises at this point is 
whether this cerebral vascular accident is due to thrombosis, 
hemorrhage, or embolism. This differentiation is important for 
two reasons: first, the prognosis in thrombosis is far more favor- 
able than in hemorrhage, and secondly, rehabilitation can be 
begun promptly if the diagnosis is thrombosis. On the other 
hand, in cerebral hemorrhage, rehabilitation must be deferred 
from four to six weeks. 

Thrombosis is by far the most common lesion. The older the 
patient the more likely is the diagnosis of thrombosis. Another 
helpful differential point is the patient’s blood pressure. Unlike 
a coronary thrombosis, the blood pressure is relatively unaffected 
by a cerebrovascular accident. If the cardiac rhythmn is irregular, 
and especially if a patient under the age of 55 with rheumatic 
heart disease has atrial fibrillation, there is good reason to be- 
lieve that the etiologic cause of the stroke is embolism. 

In cerebral vascular accidents, it is cerebral hemorrhage 
which causes the most extensive damage to brain tissue. There- 
fore, hemorrhage is suspected when the patient has fever, leu- 
cocytosis, conjugate deviation of the eyes, or when there are 
bilateral neurological signs, when convulsions occur with some 
frequency, when Cheyne-Stokes respirations are present, and 











when there are symptoms of increased intracranial pressure. The 
latter would be typified by severe headache, projectile vomiting, 
choked disc, and rapidly spreading neurological signs. Red blood 
cells in the spinal fluid establish the diagnosis of cerebral hem- 
orrhage although their absence does not rule out the diagnosis. 

The abnormalities found on neurological examination depend 
upon the location and size of the lesion. As previously men- 
tioned, the most common site for vascular damage is along the 
distribution of the middle cerebral artery with involvement of the 
lenticulostriate artery which supplies the internal capsule of the 
brain. This produces the classic picture of capsular hemiplegia, 
with spastic motor paralysis of one side of the body without 
aphasia or other disturbances. There may in some instances be 
paralysis of the lower two thirds of the face on the paralyzed 
side. When there is paralysis of one side of the body and 
cranial nerve involvement on the opposite side, the lesion is in the 
brain stem. Sensory changes may occur, and when present, in- 
dicate that the lesion involves the internal capsule and is more 
extensive than is the case in the absence of such findings. 

Hemiplegia is characterized by unilateral paralysis of the 
upper motor neuron type. There is loss of voluntary motor power 
but no loss of reflex activity. During the initial period of un- 
consciousness, the paralysis is flaccid, but within a few days the 
deep tendon reflexes on the involved side become hyperactive and 
clonus appears as the paralysis becomes spastic. The abdominal 
reflexes are lost and the Babinski sign is found on the affected 
side. When the dominant hemisphere is involved (usually the 
left) the contralateral paralysis is commonly accompanied by 
aphasia, especially if the lesion is fairly extensive. 

In the human body, flexor muscles are stronger than extensors, 
and adductors stronger than abductors. When hemiplegia oc- 
curs, the involved upper extremity will tend to flex at the elbow; 
wrist and fingers and shoulder will be adducted and internally 
rotated. The involved lower extremity tends to be adducted and 
externally rotated at the hip, flexed at the knee and plantar flexed 
and supinated at the ankle. These are considered the components 
of the characteristic hemiplegic stance. 

All “strokes” are not hemiplegic. When people speak of “small 
strokes” such as President Eisenhower had in the past, transient 
vasospasm may be the operative force. When, from one of the 
forms of arterial disease, or from vasospasm, there are recurrent 
small regions of softening in the brain, apoplexy is not the 
classical picture. Rather, there is a condition of transient con- 
fusion or the appearance of a focal convulsion or a localized 
paralysis such as a transient aphasia, hemianopia, or hemiparesis. 
These local symptoms clear. However, after each episode the 
patient is slightly more feeble in mind and body. A form of 
senile decay ensues and may be characterized by loss of memory, 
judgment, and power of concentration. These patients may 
eventually become disoriented as to time and place. The patient 
may be irritable and difficult to manage, insisting on conforming 
to a long-established regime of life to which he is no longer 
either mentally or physically fit. A final bronchopneumonia or 
a massive cerebral softening or hemorrhage brings this tedious 
and distressing illness to a close. This is the form of illness seen 
in hypertensive encephalopathy or recurrent hypertensive throm- 
bosis. 


Prognosis and Management 


The prognosis of the patient with a cerebral vascular accident 
depends upon the type of lesion, its size, and the presence or 
absence of complicating factors. The prognosis for surviving the 
initial shock is far better for the patient whose lession is throm- 
bosis than for the patient whose lesion is cerebral hemorrhage. 
The majority of patients with cerebral hemorrhage of ap- 
preciable size die within two day to two weeks. The majority of 
patients with cerebral thrombosis or embolism survive the acute 
episode. 

With recovery from the initial shock, there is frequently im- 
provement in the neurological signs. This improvement, thought 
to be the result of decreasing cerebral edema, may continue 
over a period of months. There may eventually be complete re- 
turn to normality. Far more frequently, however, there is some- 
permanent residual damage. 


Treatment During the Acute Phase 


Every physician will admit that during the period of un- 
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consciousness following the occurrence of a cerebrovascular cur 


cident, the first and most important requisite is skilled n nd 
care. Since the patient is incapable of caring for himself, hef hives. 
completely dependent upon the nurse for maintaining his vig}, 
functions. Supportive nursing care is of the utmost importan 
The patient’s position in bed must p-event the formation of 
“pressure cone” at the foramen magnum as a result of cerebg 
edema. Position will also prevent deformities such as flexi 
and adductor contractures, hypostatic pneumonia, venous throp 
bosis. and decubitus ulcers. 
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A proper nutritional intake must be maintained during 0 
acute phase. The physician faces the problem here of having itern 
patient who is comatosed but who still requires nourishmey k H 





The problem is handled in several ways; initially most patie 
will be given intravenous therapy. From a nutritional stapj 
point it is desirable insofar as possible to supply all the essentj 
materials needed for the continued fabrication of tissue. Mul 
vitamin Infusion Preparations at present make this possible ; 
addition to the oul preparations which supply carbohydratgpgsCRI 
and proteins. In some instances when the period of coma; 
prolonged, tube feedings can be utilized as a means of supplyiag 
a liquid diet with a high caloric value. 

A number of therapeutic measures as well as drugs have beg 
used during the acute phase following stroke. While none q 
these are universally utilized, each has its advocate and in pu 
ticular cases have made appreciable differences in the final owt 
come. Included among these are the injection of the stella 
ganglion, carbon dioxide, use of — glucose and serm “rs. I 
albumin, steroid therapy, anticoagulants, and drugs to reliew§ 
spasticity, Stellate ganglion block: It has been claimed that th 
injection of procaine or absolute alcohol into the stellate gang; 
results in increased blood flow through the cerebral vessels anf 
improvement in patients with cerebral thrombosis. The evideng 
on which these claims are based is controversial. Stellate ga 
glion block, done within a few hours of the cerebral vasculz' 
accident, may be useful in relieving the vasospasm that accom 
panies cerebral thrombosis. 

Carbon dioxide: It has been postulated that increased blool 
flow through the brain would be beneficial in cases of cerebral 
thrombosis. Theoretically the use of carbon dioxide by inhalation 
therapy should be an excellent technique since no other con- 
pound surpasses carbon dioxide in speeding blood through the 
brain. A 5 per cent carbon dioxide mixture has been administered 
to a few hemiplegic patients but the usefulness of this procedure 
has not definitely been established. 

Hypertonic glucose and serum albumin: Accompanying al 
cerebral vascular accidents there is edema of the brain tissue 
Since the skull is a solid structure, extensive edema will fore 
the cerebellum and medulla downwards into the foramen mag- 
num as a pressure cone. Compression of the vital medullay 
centers gives rise to bulbar symptoms and frequently is the cause 
of death. Cheyne-Stokes respirations are a sign of medullay 
compression. In such a situation efforts to dehydrate the brain by 
using intravenous injections of hypertonic glucose and of serum 
albumin may be utilized. In the majority of instances, however 
the action of these preparations is not rapid enough to prevent 
death. 

Steroid therapy: Steroid therapy has been used in the acute 
phase of hemiplegia because of its action in “decreasing fibrosis.’ 
The question which arises here is precisely how limiting the inctio 
amount of fibrosis in damaged brain tissue is favorable for the 
patient. Cortisone does produce euphoria in many patients and 
therefore it may serve some useful purpose in tiding patients] wthriti 
over the period of depression which usually occurs after a stroke. id, spa 

Anticoagulants: Perhaps the most controversial aspect in the 
management of a patient with cerebralvascular accident is the 
question of whether or not anticoagulants should be used. The 
rationale for using anticoagulants in the early management o 
cerebral thrombosis is to prevent the extension of the thrombus 
and the formation of new clots. In the presence of cerebral 
hemorrhage the danger of this form of therapy is obvious. 

Drugs to Relieve Spasticity: Innumerable drugs have bee 
used to relieve hypertonic spasticity. These include atropine de 
rivatives, curare-like compounds, neostigmine, flexin, and many 
other antispasmodic agents. At best, the results with these drug flest co 
have been equivocal. 

Finally, there are some instances in which surgical intervet 
tion may be life-saving. There are some patients with ce: 
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morrhage who rapidly develop progressive signs of increased 
racranial poem These patients would die without prompt 
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ascular gl rosurgical intervention for operative removal of the blood 


illed it ‘Wt and ligation of the bleeding vessel. This procedure has saved 
re heft lives of a number of gravely ill patients. The operative mor- 
ge dee: is extremely high and operative intervention is justifiable 
_Importangy in younger patients who are presumed not to have wide- 
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ead damage of the cerebral blood vessels. 
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cTION AND EFFECTS: Paraflex is a new orally effective 


s have heespitletal muscle relaxant which acts mainly on the spinal cord. 
ile none oft inhibits the transmission of nerve impulses through multi- 
and in pgpmaptic reflex arcs involved in the production of painful skeletal 
1e final oy.auscle spasm. The clinical effect is a reduction of muscle spasm 
the stellgrth relief of pain and increased mobility of the involved muscles. 
ane 1 UWISES: Paraflex is particularly useful in relieving pain and spasm 
s to relief. : lead h tic. arthritic. t ti d 

ed that te iated with the following rheumatic, arthritic, traumatic, an 
; hopedic disorders: muscular rheumatism or fibrositis, low 


wk pain, acute and chronic; wry neck, or torticollis, sprains 
ind strains, myalgia, spondylitis, rheumatoid arthritis, osteo- 


telat wthritis, cervical root syndrome, and disc syndrome. 
- wa Paraflex is said to have unsurpassed effectiveness as a skeletal 
hoe acon Je relaxant; rapid action with peak blood levels rapidly 


whieved; the drug has a prolonged effect with therapeutic 
hod levels lasting for six hours. 


ased_ blood 
of cerebrafREPARATIONS: Paraflex is marketed in scored orange tablets 
; inhalationfintaining 250 mg. per tablet. 


other con. 
hrough thej0SAGE AND ADMINISTRATION: Relief may frequently be 


ministered 


may be increased to three tablets, 750 mg. three or four times a 
day. As improvement occurs the dosage may be reduced. 

In children the dosage of Paraflex is usually one-half to two 
tablets of 125 to 500 mg. This dose may be given three or four 
times a day depending on the age and weight. 


TOXICITY: Paraflex has produced no serious toxic reactions, 
blood dyscrasias, hepatitis, or kidney damage. 


PRECAUTIONS: Occasionally patients receiving Paraflex may 
have gastrointestinal or central nervous system side effects which 
are seldom severe enough to require discontinuation of the drug. 
The gastrointestinal upsets may include heartburn, diarrhea, 
nausea abdominal discomfort, constipation. 

Central nervous system side effects may include dizziness, 
lightheadedness, drowsiness, overstimulation, headaches, lethargy, 
or malaise. 

Hypersensitivity reactions to Paraflex are uncommon. If pruritus 
or urticaria should develop, the drug must be discontinued. 

It is important that the nurse recognize the side effects of this 
drug so that the symptoms and signs mentioned should not be 
attributed to another disease process. 
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DESCRIPTION: Flexin is chemically Zoxazolamine. 


(TION AND EFFECTS: Flexin is a potent uricosuric drug 
ad a centrally acting skeletal muscle relaxant. As a uricosuric 
ent, Flexin acts by an effect on the kidneys which prevents 
ubular reabsorption of uric acid. As a skeletal muscle relaxant, 
flexin acts at the spinal cord level by inhibiting nerve impulses 
thich are involved in muscle spasm or spacticity. 


to prevent lige: In gouty patients the uricosuric action of Flexin produces 
imarked decrease in the serum uric acid level and a dramatic 
the acutficrease in the urinary excretion of uric acid. Flexin is most 
g fibrosis. fseful when administered in the management of gout in con- 
niting thefimction with colchicine during the interval or intercritical phase 
le for the ifthe disease. 
tients andi As a muscle relaxant Flexin is particularly useful in traumatic, 
3 patients fathritic, and orthopedic disturbances involving skeletal mus- 
+ a stroke. He spasm. It is also utilized in the spastic paralysis following 
oe: re = webrovascular accidents which terminate in hemiplegia. 
ant i 
ised, The]*REPARATIONS: Flexin is marketed as a scored yellow un- 
ement Ofmated Tablet Flexin or as Tablet Flexin Enteric Coated which 
— ‘pink in color. Both preparations contain 250 mg. of the drug. 
€ 
ous. NOSAGE AND ADMINISTRATION: For chronic gout and 
ave beet I puty arthritis: One half tablet of flexin or 125 mg. is given three 
pine de-Fiimes a day with meals. Small prophylactic doses of colchicine, 
nd may#l5 mg. should be given once or twice a day with Flexin for 
ese drugs lest control of chronic gout. 
If the patient has a history of frequent or severe attacks of acute 
intervet-fput, colchicine should be given prophylactically for several days 
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before starting Flexin to avoid possible acute flare of gout. 
If the patient has a history of kidney stones or renal colic, or if 
the urine is very acid, care should be taken to maintain an ade- 
quate fluid intake and to shift the urine toward the alkaline side. 

For muscle relaxant effects: In the adult patient individual 
dosage adjustment is important. It is usual to begin with 250 
mg. three or four times a day during meals ce always with food. 
When necessary, the dosage may be gradually increased to 2 or 
3 tablets per day four times a day. 

Children are given initially 250 mg. two to four times a day. 
For administration to infants and young children, uncoated 
Flexin tablets should be crushed and mixed with food or a 
suitable vehicle such as honey or molasses. Flexin tablets should 
not be chewed as this will produce a burning sensation in the 
mouth and throat. 

With Tablets Flexin Enteric Coated, the action will be delayed 
four to five hours. 


TOXICITY: Flexin may occasionally be associated with the de- 
velopment of a hepatitis and jaundice or transient renal irritation. 
If a skin rash, jaundice, or albuminuria develops the drug should 
be discontinued. 


PRECAUTIONS: In the low dosage required for effective uri- 
cosuric action, Flexin seldom produces side effects of any signif- 
icance. Kidney disease is not a contraindication to the use of 
Flexin, but renal damage may reduce the uricosuric effectiveness 
of the drug. 

In the larger dosage required for muscle relaxant effect, Flexin 
may produce gastrointestinal upsets, dizziness, and drowsiness. 
Administration of the drug with food or meals will usually prevent 
the gastrointestinal disturbances. 


25 











VI-SYNERAL 


INJECTABLE MULTIVITAMIN} 





DESCRIPTION: Vi-Syneral Injectable was first made available 
in 1948. This was, for the first time in pharmaceutical history, 
an aqueous solution of both oil-soluble and water-soluble vita- 
mins for intramuscular injection. Each 2 cc. dose of Vi-Syneral 
provides: 10,000 U.S.P. units of Vitamin A, 1000 U.S.P. units of 
Vitamin D, 2 mg. of dl, Alpha-Tocopheryl Acetate, 50 mg. of 
Ascorbic Acid (C), 10 mg. of Thiamine Hydrochloride (B:), 1 
mg. of Riboflavin (Bz), 20 mg. of Niacinamide, 3 mg. of Py- 
ridoxine Hydrochloride, and 5 mg. of Panthenol. 


ACTION AND EFFECTS: The action and effects of Vi-Syneral 
are as those listed for M.V.I. since the same water-soluble and 
oil-soluble vitamins are present. 


USES: Vi-Syneral is particularly important for use in conditions 
which interfere with oral intake, absorption or utilization of vita- 
mins. Such situations exist in gastrointestinal conditions such as 
peptic ulcer, biliary disease, liver dysfunction, cystic fibrosis of 
the pancreas, celiac disease, protracted gastroenteritis, persistent 
functional diarrhea, colitis, diverticulitis, sprue, obstructive in- 
testinal lesions, nausea and vomiting of pregnancy, alcoholism; 
in diseases in which therapeutic diet restricts vitamin intake, 
gallbladder disease, diabetes, nephritis, nephrosis, and cardiovas- 
cular disease; when oral feeding is inadvisable or deleterious 
owing to peritonitis or other inflammatory disease; in certain 
severe or resistant deficiency lesions which are either unresponsive 
or slowly responsive to oral vitamin therapy, such as resistant 
acne, hyperkeratosis and other dermal lesions poorly responsive 
to the liposoluble vitamins given orally; in vitamin “wash-outs” 
such as occurs from intensive use of parenteral fluids or in rapid 
diuresis; following intestinal resection, surgery of the gallbladder, 
pancreas, which may interfere with utilization of vitamins, as 


— 


well as other nutrients from the gastrointestinal tract. 

Vitamin deficiency should never be allowed to become a cop. 
tributory factor in prolonging convalescence. When a patient j 
receiving all of his medications via the parenteral route, the 
the vitamins must also be given parenterally. 

Delay in convalescence, poor wound healing, increased suscept. 
ibility to infection, disturbed organ function, liver injury, reduc. 
tion of enzyme activity, anemia, weight loss, impaired tissu 
and organ repair, hypoproteinemia, and edema are consequence 
of nutritional deficiency. The vitamins must be considered not a 
independent nutrients, but as actual participants in metaboli 
reactions. 


PREPARATIONS: Vi-Syneral for intramuscular injection 4 
marketed in 2 cc. ampuls and in 10 cc. multiple dose vials. 


DOSAGE AND ADMINISTRATION: The suggested dose of 
Vi-Syneral is 2 cc. intramuscularly on alternate days, or mor 
frequently as necessary at the discretion of the physician. Ad. 
ministration should be made slowly into the upper outer quadrant 
of the gluteal muscle or deep in the outer aspect of the thigh, 
changing the site for each injection. 


TOXICITY: There is no toxicity from this multiple vitamin 
preparation. 


PRECAUTIONS: Injections of Vi-Syneral should not exceed 2 
cc. per dose, should not be given more than once daily, no 
should they be continued beyond the time required for ade. 
quate tissue saturation, especially of vitamins A and D. 
Therapy with parenteral Vi-Syneral should be supplemented 
whenever possible with daily oral administration of a complete 
vitamin B complex preparation derived preferably from liver. 





M. V. 1. 


MULTIVITAMIN INFUSION 





DESCRIPTION: M. V. I., or Multivitamin Infusion VI-Syneral 
is an aqueous multivitamin solution which contains not only the 
water-soluble vitamins, but also contains the normally oil-soluble 
vitamins A, D and E in aqueous base so that intravenous therapy 
is possible. It is marketed in 10 cc. ampuls ready for immediate 
use when added to dextrose, saline, Locke-Ringer or similar in- 
fusion solutions. It contains 500 mg. of ascorbic acid, 10,000 
Units of U.S.P. Vitamin A, 1000 U.S.P. Units of Vitamin D, 50 
mgm. of Thiamine hydrochloride, 10 mg. of riboflavin, 100 mg. 
of niacinamide, 15 mg. of pyridoxine hydrochloride, 25 mg. of 
panthenol and 5 mg. of dl, alphatocopheryl acetate. 


ACTION AND EFFECTS: The need for vitamins to attain 
normal immune response has been fully established by animal 
experiments. Lack of antibodies was observed in deficiency of 
these individual vitamins: pyridoxine, pantothenic acid, riboflavin, 
thiamine, biotin, folic acid, niacin, vitamin A. Numerous studies 
show vitamin C to have a stimulating effect on antibody pro- 
duction and to increase the survival time of infected animals. 
Various clinical investigations reveal a higher incidence of in- 
fections in children with low vitamin C levels. 

Since vitamin A is involved in maintaining the integrity of 
epithelial tissues and surgical stress increases its requirement, 
Vitamin A must be provided for epithelialization and accelera- 
tion of wound healing following surgery. Decreased antibody 
levels in Vitamin A deficiency lead to increased susceptibility of 
Vitamin A deficient animals to disease. 

Vitamin D is necessary for calcium and phosphorus balance. 
Liver impairment interferes with absorption and utilization of 
Vitamin D and hence with the absorption of both calcium and 
pronnen, essential to metabolism of all tissues, particularly 
one, 

Similarly, Vitamin E deficiency, provoked by postoperative 
liver damage may result in thrombotic phenomena through a 
deficiency of antithrombin. 


USES: Adequate parenteral nutrition may be a life saving 
measure when adequate nutrition cannot be taken orally. Inade- 
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quate nutrition in the critically sick individual may contribute to 
an otherwise unexplained organic cause of death. M.V.I. will 
speed wound healing, maintain normal resistance, aid reparative 
processes, and shorten convalescence following surgery, extensive 
burns, fractures, severe infectious diseases, comatose states, and 
other “stress” or “shock” syndromes which increase the body's 
metabolic demands with consequent depletion of nutrients in 
the tissues. 

In severe injury or illness there is a large increase in utilization 
or destruction of vitamins within the body. These losses may 
take place in the patient who is already low in vitamins at the 
time of injury, and, because of low reserves, serious deficiencies 
occur readily. Patients who are ill enough to require intravenous 
therapy in all probability need vitamins to alleviate previous or 
rapidly developing deficiencies. 

Conditions of stress such as surgery, injury, and bedrest also 
present special nutritional problems. Mortality experience attests 
the importance of preoperative and postoperative build up. In 
surgery as in other major trauma, the system tends toward a 
catabolic economy suggesting that of starvation. Negative nitro- 
gen balance and the virtual disappearance of ascorbic acid from 
the circulation are common. 


PREPARATIONS: M.V.I. is marketed in 10 cc. ampuls. 


DOSAGE AND ADMINISTRATION: For intravenous therapy, 
it is suggested that one daily dose of 10 cc. be added directly 
to not less than 500 cc., sodas 1000 cc. of intravenous dex- 
trose, saline, Locke-Ringer or similar solutions for infusion. In- 
travenous use of M.V.I. should be discontinued in favor of 
intramuscular Vi-Syneral Injectable or oral Vi-Syneral capsules 
as early as practical. 


TOXICITY: Administered in the proper dilution, there is no 
toxicity from the intravenous use of M.V.I. 


PRECAUTIONS: M.V.I. must be administered only in proper di- 
lution since direct, undiluted, intravenous injection may produce 
dizziness, faintness, or other untoward effects. 
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UST as we find inactive behavior ranging from normal 

depression to stuporous states, so also do we find over- 
ative behavior ranging from normal to hyperexcitable or 
hypermanic states. Obvious increase in psychomotor activ- 
ity associated with elation is a characteristic of the manic 
type of a manic depressive reaction. However, overactivity 
without elation is also found in patients who are ailing from 
diseases associated with toxic or other reactions which dis- 
turb central nervous system control of behavior and with 
episodic and impulsive reactions which are a part of patho- 
logical or nonpathological reactions to stress or frustration. 
Regardless of the cause of overactivity, an overactive pa- 
tient requires nursing care to meet his physical requirements 
for food, sleep, and elimination. In addition, we need to 
learn how to assess a patient’s psychological needs from 
knowing about the characteristics and dynamics of the 
different types of ailments associated with overactivity. 


Cyclic Behavior Patterns 


In the latter part of the 19th century Dr, Kahlbaum 
identified a cyclothymic temperament in a person who goes 
through life with recurring cycles of alternating mood 
swings in moderate degrees of depression and elation ac- 
companied by retarded or accelerated mental and physical 
activity. More or less unchanged feeling states or moods 
generally characterized the temperament of a person who 
is irritable, cheerful, gloomy, or indifferent. A long time 
ago Hippocrates identified the four categories of tempera- 
ment as choleric, sanguine, melancholic, and phlegmatic. 
He also associated these representative temperaments with 
an existing excess of yellow bile, blood, black bile, and 
mucus. Recurring types of cyclic behavior patterns repre- 
senting intense emotional reactions of elation (mania) and 
depression (melancholia) were characterized by Dr. Krae- 
pelin in 1896 to be a single disease entity—manic depres- 
sive reaction. 
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THE DYNAMICS OF 
HUMAN RELATIONSHIPS 


by THERESA G. MULLER, R.N. 
Director of Nurses, Sheppard and 
Enoch Pratt Hospital, Towson, Md. 





Basic personality characteristics have been identified as 
irritable, manic, depressive, and cyclothymic. The irritable 
person is irascible and acutely sensitive to environmental 
stimuli to which he responds indiscriminately without con- 
sciously selecting relevant tactors in a situation. The manic 
person tends to be friendly, talkative, and optimistic; the 
depressive person is withdrawn and pessimistic; and the 
cyclothymic person exhibits at different times the charac- 
teristics of each of these. 

The manic patient is elated to a pathological degree, 
constantly initiating new activities without the necessary 
persistence to complete any of them. The depressed pa- 
tient is generally downhearted and gloomy and starts each 
new venture with misgivings. Patients who represent the 
circular form shift from periods of elation to periods of de- 
pression in innumerable variations of behavior patterns. 

Reaction patterns of elation and depression are noted in 
dependent individuals who are basically similar in areas of 
vulnerability to slights to self-esteem. However, their meth- 
ods of coping with frustrations vary from extreme excite- 
ment to retarded depression or a combination of both in 
agitated depression. 

In the psychotic affective reactions, overactivity is con- 
sidered to be a compensatory aggression toward some per- 
son or thing to escape from feelings of inadequacy, and 
the underactivity is aggression turned inward on the self. 
Such manic depressive reactions might be regarded as an 
extroverted type of reaction—a flight into reality. The 
dynamics of such a reaction then differs from that of an 
introverted schizophrenic reaction—a retreat from reality. 


Dynamics of Overactivity 


We need also to be able to distinguish the differences in 
the dynamics of the overactivity of manic and schizophrenic 
reactions to environmental stimuli. The manic patient reacts 
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to every sensation from the outside, at times distorting 
objects ‘with projections (illusions) and sometimes creat- 
ing outer objects with projections (hallucinations). The 
schizophrenic patient is not so readily aroused by an outside 
stimulus and, more frequently than the manic, creates 
outer objects with his projections. 

The manic patient expresses in speech “flight of ideas” 
with a thread connection from one idea to another but with 
no goal direction. Thus a sentence beginning with the idea 
of bath may run into another of washing, washing machines, 
machine factory, to innumerable other associations. The 
schizophrenic patient expresses dissociation of ideas in an 
irrelevant and unconnected jumble of words or phrases 
called “word salad,” or newly coined words, “neologisms.” 

The emotional reaction of “elation” in the manic type of 
patient is his attempt to deny an existing conflict, anxiety, 
guilt, or helplessness by optimistic self-approval and well- 
being. Euphoric states are noted in extreme degrees of ela- 
tion with ideas of grandeur and omnipotence inconsistent 
with an existing reality. The emotional expression of the 
schizophrenic is blunted and may be noted in varying de- 
grees of apathy with occasional outbursts of uncontrolled be- 
havior, to more prolonged and frenzied overactivity. Though 
actual patients need to be studied for adequate identifica- 
tion and interpretation of these behavior characteristics, 
the following illustrations may point up areas for further 
study through clinical practice. 


Upon application to the psychiatrist-in-chief by a dis- 
trict health officer, Mrs. May was admitted to a psychiatric 
institute. The manager of a small residential hotel where 
Mrs. May had been staying for the preceding two weeks 
had called the physician because her behavior had become 
progressively annoying to other hotel guests. This behavior 
took the form of indulging in childish pranks, noisily enter- 
taining at all hours of the night, and indiscriminately dis- 
tributing large sums of money. 

The nurse who admitted Mrs. May noted that she was 
a short, rather plump woman in her middle thirties, dressed 
in a gaudy red dress with a flashy yellow and blue striped 
scarf about her neck, and with facial make-up applied so 
thickly that she looked hectic. The patient talked inces- 
santly, commenting on each new step in the admission. 
Though she did not offer to do anything for herself, neither 
did she resist the nurse who undressed and bathed her. She 
could not remember when she had last eaten and said she 
had not slept for several nights. 

The nurse learned that Mrs. May had been depressed 
following the death of her husband the preceding year. 
She had then received some help from a psychiatrist and 
had become interested in reading about psychiatry. As her 
depression lessened, she indiscriminately sought the com- 
pany of several men, traveling aimlessly from place to place 
with apparently little objective in choosing a destination. 
Prior to her hospitalization for mental disorder she had 
resided in the small residential hotel of a large city, far 
from family and friends. The social service department of 
the institute contacted her family, who came to make the 
necessary arrangements for her stay in the hospital. 


Behavior Pattern 


Soon after being admitted, Mrs. May busied herself in 
advising other patients with an air of authority indicating 
that her knowledge of psychiatry made her competent to 
evaluate and supplement the work of physicians and nurses. 
This caused a nursing problem in protecting other patients 
from her meddling and prying. However, she seemed to be 
able to arouse some passive patients from their lethargy. 
One busy day she effectively took over the feeding of a 
difficult elderly patient. Subsequently, however, she became 
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so irritable with this patient that she had to be kept away 
from her. On the whole, she was cheerful and good hy. 
mored if she was not crossed in any way. When thwarted 
she retaliated by annoying those who were vulnerabk 
manifesting an uncanny ability to sense the weaknesses of 
others. She was sarcastic, fault-finding, and demanding 
when her impossible requests could not be granted or whey 
she felt that she was not receiving enough attention. 

Mrs. May’s voice was husky from much talking. She 
spoke in clipped phrases, changing quickly from one sub. 
ject to another; her manner to nurses was condescending 
and she seemed to enjoy trying to impress them by he 
witty comments. She wrote innumerable letters on ming 
matters which she made to sound important and busines. 
like. She also wrote notes to herself to serve as memos and 
as a record of her experiences to put in a book about her 
stay in the institute. Her handwriting scrawled over a page 
and was interspersed with illustrations. With an air of great 
importance she started sketches of nurses and_ patient 
without completing any one of them. She felt her hospital. 
zation to be unnecessary and bitterly complained about any 
restrictions put upon her. 

Mrs. May usually had to be encouraged to eat, and even 
when no one else was around to distract her she prolonged 
the meal period by playing with her food. The nurse gave 
her extra nourishment between meals and reminded her 
to drink fluids, tempting her also with fruit juices. Mrs. 
May delayed getting dressed one day by demanding a favor. 
ite evening gown. She also spent considerable time in ar. 
ranging her hair in different styles and preferred to fashion 
a hair ornament out of a scrap of material or a bandage 
rather than use a ribbon or bow. It became necessary to 
forestall the drawn out preparation for going to bed by 
giving her a warm bath, warm nourishment, and sedation 
as prescribed by the physician. Occasionally a warm pack 
was ordered. 

It was difficult to cope with Mrs. May’s resistance in an 
attempt to channel discursive tendencies into constructive 
activities. However, she was in such good contact with her 
surroundings that her capricious actions seemed perverse and 
stubborn rather than the symptoms of an illness. 


Nurse’s Reaction 


The nurse accepted Mrs. May’s condescension toward 
her as evidence of her inner feelings of worthlessness about 
herself. She used the patient’s distractibility to divert her 
irritability into other channels. She also knew that she was 
not expected to answer all the questions raised by the pa 
tient and that if she did Mrs. May would not tolerate a 
lengthy explanation. Though many of the patient’s demands 
were impossible to fulfill, the nurse tried to meet every 
reasonable request as soon as she could. The nurse also 
knew that she had to be firm in carrying out the treatments 
as ordered instead of letting the patient maneuver the situ- 
ation to suit herself. Moreover, Mrs. May needed to be 
guarded against injuring herself and giving away her pos- 
sessions. 


Generally, overactivity must be either diverted and di- 
rected into more acceptable channels or relieved by seda- 
tive measures. Management and correction of visible signs 
of overactivity require the use of appropriate therapies for 
general supportive care, occupational and recreational ther- 
apy, a therapeutic environment created by adequately pre 
pared personnel, sedative measures by means of h 
therapy in the form of prolonged bath, cold or neutral wet 
sheet packs, and prolonged sleep therapy. Management and 
correction of causes and symptoms include modification of 
situational factors provoking the overactivity as well as sug- 
gestion and other psychological approaches. 
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ACH year approximately four mil- 
kK lion American mothers give birth to 
ichild.* Yet how many young wives 
lave ever seen a baby born? Usually 
he first time they see a labor or deliv- 
ay room is when they are wheeled into 
itas obstetrical patients. 

The reason for this is obvious. For- 
nerly most births occurred at home. 
The women of the family frequently 
wsisted the doctor, and this experience 
ave them an intimate knowledge of 
childbirth. 

But in the United States today about 
8 per cent of the babies are born in 
tospitals. Here in Columbus, Indiana, 
the hospital rate is higher; between 99 
nd 100 per cent of all births in Bar- 
tholomew County occur in the hospi- 
fal} 

Until a group of local nurses taught 
the Mother and Baby Care classes, 
ponsored by the American Red Cross, 
we did not realize that hospital deliv- 
aes left a gap in a woman’s education 


for childbirth. 


tow Program Began 


The local program originated this 
way. In the Spring of 1956, the In- 
liana State Board of Health requested 
the Bartholomew County Chapter of 
the Red Cross to investigate the need 
fr Mother and Baby Care classes in 
the Columbus area. 





‘WORLD ALMANAC, published by New 
York World-Telegram, 1958. P. 308. 

James Hamilton Associates, Minneapolis, 
Minnesota, “A Survey of Space Needs at 
_— County Hospital, April, 
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EDUCATING 


PROSPECTIVE PARENTS 


Miss Mary Bottorff, executive secre- 
tary of the Red Cross Chapter, ap- 
pointed a committee of professional 
persons including a representative of 
the local Medical Society, the Barthol- 
omew County Hospital, the County 
Board of Health, and several nurses 
from different fields of service and 
education. 

This committee met several times and 
presented these findings: (1) The local 
birth rate was up; (2) many of the 
mothers were young and some were 
inexperienced; (3) during a four-month 
sample test period, approximately 57 
per cent of the births in this county 
were to mothers who were primipera I 
or primipera II; (4) some of the 
mothers returned to employment out- 
side of their homes a short time after 
the birth of their babies. The commit- 
tee recommended that the Red Cross 


Students gather round 


to watch a Red Cross 


A Program on Mother and Baby Classes, sponsored by the American Red 
Cross and taught by Professional Nurses, helps to close the 
gap in a Mother’s Preparation for Childbirth. 


by BERNICE CAIN ATKINSON, R.N., B.S. 


offer a community-wide program of 
Mother and Baby Care classes. 

So Mary Bottorff appointed a strong, 
active Home Nursing committee as a 
part of the chapter organization to 
sponsor the program. The Red Cross 
Nurse Enrollment Committee recruited 
potential instructors. 

Molly McGrath, nursing field repre- 
sentative, of Eastern Area, Red Cross, 
gave a 30-hour Instructors Training 
course in November 1956 to 11 regis- 
tered professional nurses who were 
then authorized to teach the classes. 
A well-equipped classroom was set up 
in the Nurses Homes adjacent to the 
County Hospital. 

Expectant mothers were taught in 
daytime classes; the evening classes 
were made up of husbands and wives. 
At first the nurses were hesitant to 
teach the “mixed” classes; it was a new 
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the proper methods of handling a newborn infant. Mrs, Atkinson looks on. 
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experience. But later these same nurses 
were enthusiastic about it; they found 
it more constructive to teach both par- 
ents. The men were able to perform 
each of the procedures with as much 
skill as the women. They enriched the 
discussion periods. They asked more 
questions. The men did more than 
learn—they shared the experience of 
pregnancy with their wives. Of further 
and subtler importance: these men 
were assuming earlier the status and 
responsibility of the father in the fam- 
ily. 

My first class consisted of an attrac- 
tive group of young mothers. Several 
were in their teens; each was expecting 
her first child within the next four 
months. I was surprised to learn that 
all of the mothers were under medical 
supervision before they registered for 
the class; this is an improvement over 
the past. 


Lesson Material 


After getting acquainted with the 
group, I explained the lesson material. 

Lesson I: Thoughts and feelings of 
expectant parents, pregnancy, organs 
of reproduction, menstrual cycle; body 
structure and steps of growth before 
birth; symptoms and signs of preg- 
nancy, a comfortable and _ satisfying 
prenatal period; the discomforts of 
pregnancy, signs of possible danger; 
demonstration and practice in picking 
up and holding the baby. 

Lesson 2: Nutrition and supplies. 

Lesson 3: Labor and birth of the 
baby. 

Lesson 4: Care of the new baby; 
demonstration and student practice in 
bathing and dressing the baby. 

Lesson 5: Further practice in bath- 
ing, dressing, and care of the baby. 

Lesson 6: Growth and development 
of the baby during its first year; infant 
immunizations; and care during illness; 
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and the prevention of accidents.” 

During the third lesson on the “Baby 
Is Born” I used a birth atlas? to show 
the normal biologic process of labor, 
birth, and the immediate care of the 
mother and baby. There was consider- 
able discussion and many questions. 

One woman said, “Though I am 
soon to have my baby, I have never 
seen a baby born, nor a labor or de- 
livery room. Could we see the room 
in which we will be delivered?” 

Although a trip to the delivery room 
was not a part of the course, I asked 
Miss Olive Murphy, R.N., administra- 
tor of the hospital, and was given per- 
mission for the class to make the trip 
through the maternity unit of the hos- 
pital. The following week our class 
reported to the chart desk in the ma- 
ternity unit. 


Hospital Tour 


Mrs, Stone, the O. B. Supervisor, 
started the tour by showing the class 
a patient’s room, the rest rooms, the 
shower, the linen and utility rooms, and 
the father’s lounge. 

Then she moved on to the end of the 
east corridor. Here she said, “We have 
three labor rooms.” We passed the one 
with the door closed, and I wondered 
how her new patient was progressing. 
She entered the next room. The women 
stood outside of the room around the 
doorway. 

“When a patient is admitted to the 
hospital in labor, she comes to one of 
these rooms. She has more privacy be- 


“The American Red Cross Home Nursing 
Mother and Baby Care Instructor’s Guide,” 
American Red Cross, Washington, D.C., 
1954. 


3Birth Atlas, 3rd ed. (from the Dickinson- 
Belskie Birth Atlas Series) (New York: 
Maternity Center Association, 1955). 


Olive Murphy (left), administrator of 
Bartholomew County Hospital, talks with 
Mary Bottorff, Red Cross secretary. 
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cause only undelivered maternity pa 
tients are in this corridor. 

“The early part of labor is ofte 
lengthy but usually mild enough to a. 
low the patient to be up and with he 
family in the waiting room.” She e 
plained that when a patient was ad 
vanced in labor, her doctor woul 
usually want her to remain in bed. 

“Each doctor has his own particula 
orders. These probably would includ 
an enema and a ‘prep. ” She explained 
why an enema was given and the im 
portance of a prep. She also said that 
a nurse would be with the patient much 
of the time, timing the contraction 
and watching for signs of approaching 
delivery. If there were evidence of 
possible complications this would be 
immediately reported to the doctor. 

“When the second stage of labo 
comes the contractions are longer, 
harder, and closer together. The sec. 
ond stage of labor usually consists of 
a much shorter period. 

“During the second stage a woman 
can help herself. Her doctor, who is 
with her at this stage, may instruct 
her to “Take a big breath and bear 
down with each contraction.’ It is 
sometime during this stage that her 
doctor may order an analgesic for the 
relief of pain. It is also during this 
stage that her doctor will have her 
taken into the delivery room.” 

Mrs. Stone explained that there were 
two delivery rooms. “Even nurses on 
duty on other floors of the hospital are 
not permitted to enter this room; so 
please do not come in—but I'm sure 
you can see everything from the door- 
way.” 

She gave them a preview of delivery. 
The women immediately asked ques- 
tions about the wrist cuffs and the knee 
crutches. It was explained that the 
cuffs were used to prevent an anesthe- 
tized patient from rolling off the table 
and to keep her hands from contami- 
nating the sterile drapes. The women 
were shown the thick padding, their 
width, and told that they were fitted 
loosely. 

Supplies were displayed and their 
use explained: “The sterile packs and 
sterile pan-sets are in place at all times. 
They are opened and made ready with 
sterile instruments, gloves, and_ other 
supplies for delivery when a_ patient 
is admitted in active labor. 


Delivery Explained 


Omitting most of the complicated 
medical aspects, Mrs. Stone gave a 
short description of a normal delivery, 
describing how each person in the de- 
livery room had a definite responsibil- 
ity but worked as a team. They shared 
one common objective—a comfortable, 
safe delivery for the mother and a live, 
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doctor clears the baby’s nose and mouth 
of mucus, so that when he first cries 
he will not aspirate the mucus. This 
js a moment of life or death for the 
baby—he must breathe. Special emer- 
gency equipment is always kept ready 
for the doctor’s use. The first cry from 
the baby indicates that his lungs are 
no longer flat but have expanded with 


air. 

She described how the umbilical 
cord links the baby to the placenta, 
the organ within the mother’s uterus. 
Itis this organ through which the baby, 
as an embryo, gets his oxygen and 
nourishment. When the pulsation in the 
cord stops, the doctor clamps the cord, 
then ties it very carefully with a square 
not. This prevents bleeding. Then 
the doctor cuts the cord. Now the baby 
iscompletely separated from his mother 
-an independent life has begun. 

When the doctor is satisfied that the 
infant's condition is good he gives 
the baby, wrapped in a light-weight 
blanket, to the nurse. She inks the 
sles of his feet and makes a print of 
both on two record cards, one card for 
the hospital and one for the parents. 
She then makes a print of the mother’s 
fight index finger on both cards. For 
double protection she places matching 
identification bracelets on both the 
mother and baby. 

The nurse next places the baby in a 
plastic enclosed crib in the delivery 
wom which has a temperature and 
humidity control adjustment. A prophy- 
lactic medicine will be instilled in the 
baby’s eyes. Later she will remove him 
to the nursery where she will weigh 
and measure him. 





Some of the maternity ward staff at 
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During this time the doctor is still 
busy with the mother. When the 
placenta is delivered the doctor thor- 
oughly inspects it to see that it is in- 
tact and that no part of the membranes 
have been retained. After this the 
uterus is like a balloon which has sud- 
denly been deflated. The doctor or the 
nurse may massage the patient’s ab- 
domen until the uterus becomes firm; 
this helps to prevent excessive bleed- 
ing. The doctor examines the birth 
canal for possible lacerations; if neces- 
sary he may make repairs at this time. 

Then the O. B. supervisor said to 
the group, “Now we shall return down 
the corridor and you may see the 
babies.” We stopped in front of an 
empty glass-enclosed room. “We use 
a nursery for a limited time only. Then 
it is emptied and thoroughly scrubbed, 
including the walls and ceiling; it re- 
mains unused for a 24-hour period. 
This reduces the possibility of infection 
for the babies. This nursery is not in 
use. 

We followed her down the corridor 
and stopped before a_ well-lighted, 
glass-enclosed nursery; beyond it we 
could see a nursery for the little 
“premies” — prematurely born infants. 
Two nurses, wearing masks, caps and 
gowns were working with the babies. 

The expectant mothers lined up 
against the window and began chat- 
ting and laughing. They did not wait 
for Mrs. Stone to explain anything. 

Another nurse, coming from the di- 
rection of the labor rooms, said quietly 
to Mrs. Stone, “We are taking her in.” 

Mrs. Stone said to the expectant 
mothers, “All of us here will be look- 
ing forward to having a small share of 
the biggest thrill you and your husband 
will ever know—the birth of vour first 





Bartholomew include (left to right) 
Mrs, Lydia Lustig, Aide; Mrs. Dale Huston, R.N.; Miss Della Hatter, R.N.; Mrs. 
leila Keiser, R.N.; Red Cross instructor; and Mrs. Onieta Sweeney, Nurse-Aide. 


child. I must go now because our pa- 
tient is ready for the delivery room. 
This is her eighteenth pregnancy.” 

The expectant mothers stood silently 
in the maternity corridor and watched. 
They saw a doctor come out of the 
labor room and cross the corridor into 
the delivery room. The anesthetist 
passed us and continued to the same 
room. A few minutes later Mrs. Stone 
and the other nurse wheeled the cart 
bearing the patient on it into the deliv- 
ery room. 

For a long moment the women stood 
there in silence. Then one of them 
said, “If she can have eighteen preg- 
nancies—we certainly can have one.” 
The whole group laughed and went 
back to looking through the nursery 
window. 


Results 


The trip through the maternity wing 
took less than 45 minutes, yet it gave 
this group of future patients precise 
information about childbirth. It made 
them familiar with obstetrical pro- 
cedures and equipment. It gave them 
an idea of what they might expect from 
the professional staff and what the pro- 
fessional staff would expect from them 
as patients. This experience gave them 
confidence in themselves and in the 
hospital; it dispelled fears based on 
misinformation. 

Today the Bartholomew County Hos- 
pital offers a tour of the maternity floor 
to any expectant mother or father. It 
is scheduled every second Wednesday. 

In these days of scientific obstetrical 
care there is no need for a woman to 
face her day of delivery unprepared, 
tense with fear, or in ignorance of the 
natural biologic process of birth. 
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THE BOOK SHELF 


by ANNA V. MATZ, R.N., B.S., M.A., M.P.A. 
Public Health Nursing Consultant, 
New York City Department of Health 





Religion and Nursing, by Samuel South- 
ard, A.B., B.D., Th.D., Associate Pro- 
fessor of Psychology of Religion at 
Southern Baptist Theological Seminary 
and theological consultant to the psych- 
iatric section of Norton Memorial In- 
firmary, Louisville, Kentucky. Broad- 
man Press, Nashville, Tennessee, 1959. 
212 pages. Price $4.75. 


Religion has been closely associated 
with physical illness since the early 
Christian era. The power of faith in a 
particular religion has been a source 
of strength and courage to patients in 
time of crisis. An intelligent under- 
standing of the spiritual problems of 
illness can be a rich experience for the 
student nurse, and she may well be the 
channel through which the grace of 
God is dispensed. 

This book provides answers to ques- 
tions nurses frequently ask about the 
religious problems of their patients and 
explains how religion can be a means 
of sustaining the nurse during the peri- 
od that she pursues her professional 
career. While a minister or priest from 
one’s own parish is best able to counsel 
a patient because he is familiar with the 
circumstances surrounding the illness 
and will continue to see the patient at 
home, the nurse can be helpful in rec- 
ognizing the spiritual needs of the pa- 
tient and following through on them. 

This is a text primarily for Protes- 
tant nurses and is intended for a course 
in religion in a school of nursing. The 
literary style is inspirational, and there 
are many beautiful passages and 
thoughts on topics of general concern 
to all nurses. The Catholic and Jewish 
doctrines on birth control, abortion, 
and euthanasia are discussed and ex- 
plained authoritatively from approved 
sources. There are 14 chapters: Chap- 
ter 1. The Bible and Nursing; Chapter 
2. Theology and Nursing; Chapter 3. 
The Spiritual Significance of Lllness; 
Chapter 4. The Problem of Suffering; 
Chapter 5. Guilt and Forgiveness; 
Chapter 6. Depression and Doubt; 
Chapter 7. Ministry to the Dying; 
Chapter 8. Ministry to the Bereaved; 
Chapter 9. Resources for the Nurse’s 


Spiritual Ministry; Chapter 10. The 


32 





Nurse and the Pastor; Chapter 11. The 
Ethics of Interpersonal Relationships; 
Chapter 12. Specialized Problems in 
Nursing; Chapter 13. Religion and 
Psychiatry; Chapter 14. Nursing as a 
Christian Vocation. Each chapter con- 
tains verbatim interviews between nurs- 
es and patients on religious problems 
and how they were handled. The book 
is well documented and has a list of 
references at the end of each chapter. 


Professional Nursing—Trends, Respons- 
ibilities, and Relationships, sixth edi- 
tion, by Eugenia Kennedy Spalding, 
R.N., M.A., D.H.L., Professor of Nurs- 
ing Education, Division of Nursing Ed- 
ucation, Teachers College, Columbia 
University; Formerly Director, Division 
of Nursing Education, Indiana Univer- 
sity, Bloomington, Ind; Associate Pro- 
fessor of Nursing Education, School of 
Nursing, The Catholic University of 
America, Washington, D. C.; Associate 
Director, United States Cadet Nurse 
Corps, Public Health Service, Federal 
Security Agency, Washington, D. C., 
J. B. Lippincott Company, Philadelphia 
and Montreal, 1959. Revised and re- 
set, 53 illustrations, 694 pages. Price 
$6.00. ‘ 


This excellent text outlines a chang- 
ing philosophy in professional nursing 
and the changing patterns in nursing 
service. Beginning with a definition of 
professional nursing and concluding 
appropriately with a chapter on re- 
lationships and personal growth, the 
emphasis throughout is on the social, 
medical, and physical forces affecting 
nursing today. The primary objective 
of this text is to serve as a guide for 
students contemplating a career in nurs- 
ing and to help them attain a better un- 
derstanding of their needs and prob- 
lems in adjusting to nursing. Nursing 
today requires educational preparation 
consistent with the responsibilities of 
the position one is aiming to attain. The 
professional nurse is a specialist who 
has a unique contribution to make in 
the health care of patients. Mrs. Spald- 
ing ably discusses the evolving pat- 
terns of nursing education and the un- 
resolved problems facing the profes- 





sion. The literary style is warm and 
informative. 

The contents consists of four units; 
Unit One. The Profession of Nursing 
and Its Social Setting describes the 
trends in nursing service and education; 
defines professional nursing; and gives 
a detailed account of its meaning, 
scope, and functions. Problem solving 
is covered in a separate chapter. Unit 
Two. Choosing, Preparing for, and Suc- 
ceeding in a Field of Nursing surveys 
occupational opportunities in nursing 
and lists the different governmental 
agencies employing nurses. The chap. 
ters on how to choose a field of nurs- 
ing and how to apply for a position 
are very important for the nurse to 
study. Unit Three. Organization and 
Activities describes all the profession- 
al organizations and legislation affect 
ing nursing; Unit Four. Legal, Eco- 
nomic and Personal Relationships and 
Problems explains the legal responsi- 
bilities of the nurse including lawsuits 
and criminal procedures, wills, and 
narcotic laws and discusses the per- 
sonal qualities that contribute to a suc- 
cessful career in nursing. Each chap- 
ter has a list of problems for further 
study and discussion, and there is a 
well selected bibliography. The text 
is well documented and its treatment of 
professional nursing is scholarly and 
comprehensive. 


Persuasion—How Opinions And Atti- 
tudes Are Changed, by Herbert I. Abel- 
son, Chief Psychologist, Opinion Re- 
search Corporation, Princeton, N. J. 
Springer Publishing Company, Inc, 
New York City, 1959. 118 pages. Price 
$3.75. 


Persuasion studies have been pur- 
sued by social scientists over the past 
decade. A great deal of thought has 
been devoted to the development of 
principles that would explain and 
eventually predict the behavior of peo- 
ple and the relationships people have 
with each other. The use of formal 
persuasion is continuous and underlies 
all advertising, diplomacy, public re 
lations, politics, psychological war- 
fare, religion, public health, and sales- 
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ship. Its projected use in under- 
ding motivation has been a factor 
studying how learning takes place. 
ormal persuasion is exercised in 
everyday human relationships, thereby 
fecting changes in attitudes and 
ions. 
| The contents consist of eight chap- 
fers: 1. How to present the issues; 2. 
The influence of groups; 3. The per- 
sistence of opinion change; 4. The audi- 
ence as individuals; 5. The persuader; 
6. Broad issues related to the study of 
rsuasion; 7. Social science methods; 
§ A few definitions. Each chapter 
describes an experimental study made 
to identify the factors which influenced 
and are responsible for the outcome in 
each case. 
The methods described in this book 
have value for instructors and teachers 
if used with discretion. 
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of Pennsylvania, and Columbia Uni- 
versity. 


Nursing Needs 


High Nursing Standards—To maintain 
the highest standards in the nursing 
profession, both governmental as well 
as professional measures must be taken. 
Professionally, the nurse must be edu- 
cated to know the functions, standards, 
and qualifications of her profession; she 
must be prepared to report those per- 
sns who are practicing illegally to her 
state’s education department. The gov- 
emment also has a duty to protect its 
citizens from unfair nursing practices. 
In New York State, for instance, the 
Nursing Practice Act restricts nursing 
practice in this state to persons licensed 
as registered professional or practical 
nurses. Other states have similar laws 
to protect the people in that state and 
to uphold the standards of the nursing 
profession. 


Better Nurses—Mary E. Mullen, Di- 
rector of Nursing, Kings County Hos- 
pital, Brooklyn, has set down her ideals 
for improving the nursing profession. 
She cites a solid foundation in general 
education, basic sciences and nursing 
xience, creativity, and imagination as 
necessary ingredients for a good nurse. 
Miss Mullen points out that graduate 
studies in nursing should be encouraged 
and that nurses should be freed from 
the burden of clerical, housekeeping, 
dietary, and other non-nursing func- 
tions thus increasing nursing time for 
patients. 


Need for Specialists-The need for 
nursing specialists is becoming more 
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and more apparent in service situations. 
In-staff education programs, develop- 
mental supervision, use of consultants 
and individual study have been utilized 
to fill the growing need for specialists. 
Many universities prepare nurses for 
beginning specialization in certain 
areas. The specialist encourages other 
nurses to emulate her technics and gives 
patients more efficient nursing time. 


Meetings 


Annual Conference—The forty-fifth an- 
nual conference of the New England 
Nurses’ Association will be held at the 
Mt: Washington Hotel in Bretton 
Woods, N.H., June 10-12. 


Education 


Free Booklets—The Health and Welfare 
Division of the Metropolitan Life In- 
surance Company at 1 Madison Avenue 
in New York is offering a series of book- 
lets on Florence Nightingale and the 
founding of professional nursing. Uses 
for the various booklets and unit studies 
are included. Directors of nursing edu- 
cation will find these booklets of great 
value. 





Team Program... 
(continued from page 18) 


10. Determine the nursing care skills 
in which your team members need im- 
provement. Meet these needs through 
explanation and demonstration. The 
need for personal growth and progress 
is a basic human need. Newly appoint- 
ed personnel need special help. 

11. Encourage your team members 
to consult you. Make yourself readily 
available to them, Seek assistance or 
use the library if you are unable to 
provide the required information. 

12. Spend time and thought in re- 
viewing operations with an eye toward 
improvement. Confer with the group 
in behalf of improvement ideas and 
suggestions. 

13. Consult your head nurse as in- 
dicated. Everyone profits by wise coun- 
sel and from assistance, guidance, and 
direction. 


Review and Evaluation 


The third stage of supervision is the 
review and evaluation of the assign- 
ment. The objective is to determine the 
success of the group assignment 
planned by the team leader. A review 
is needed to assure the team leader that 
the objectives set for the team have 
been accomplished. An evaluation of 
the assignment is essential to ascertain 
the effectiveness of the way the assign- 
ment was planned. The team leader 





who has carried out first level super- 
vision will have a good knowledge of 
the activities of the team during a tour 
of duty. However, a final review at the 
team conference allows all members of 
the group to participate in reviewing 
the accomplishments, enumerating the 
difficulties, and appraising the assign- 
ment. 

Team leaders need to evaluate them- 
selves constantly in their capacity as a 
first level supervisor. This is important 
since the fulfillment of supervisory re- 
sponsibilities assures true leadership for 
any working group. The level of per- 
formance attained by the members of 
the team will be destined largely by the 
quality and kind of supervision which 
the leader practices. 


Summary 


This article has discussed supervision 
as an essentially personnel-centered ac- 
tivity. The team leader has been por- 
trayed as a first level supervisor. The 
practice of good human relations has 
been developed as an essential ingredi- 
ent of supervision. The integration of 
supervision into her personal work 
schedule has been advocated as the 
method through which the team leader 
carries out supervisory activities. Thir- 
teen areas of supervision have been de- 
signed as a guide for team leaders. 
Supervision as a whole has been pre- 
sented as a cycle comprising 1. plan- 
ning, 2. assisting, guiding, and direct- 
ing; and 3. reviewing and evaluating. 





Anxiety... 
(continued from page 11) 


using his own powers to call attention 
to beginning discomfort, due to hunger 
—an intrapersonal experience. (Based 
upon previous experience, the cry can 
be seen as a significant tool of power 
to communicate, to evoke in another 
person the appropriate mothering re- 
sponses. ) 

Step 3. The mothering one feeds 
and the infant sucks, again using his 
own effort to feed himself. 

Step 4. The infant experiences the 
comfort of relief of the tension of 
hunger. 


Introduction of Anxiety 


The introduction of anxiety disrupts 
the foregoing sequence. The tension of 
hunger initiates the cry, thereby evok- 
ing the feeding response, but because 
the mother is anxious, relief does not 
follow as the next step. Instead of 
feeding leading to relief or comfort, it 
leads to the intense discomfort of 
anxiety. The infant feels the mother’s 
anxiety through the nipple, through the 
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In This Issue 


(continued from page 3) 


Bernice Atkinson’s article “Educating Prospective Parents” 
appears on page 29. Mrs. Atkinson, R.N., received her B.S. 
in Nursing Education at Indiana University. Upon gradua- 
tion, she joined the Visiting Nurse Association in Indianapolis 
and later became associated with the Red Cross as a staff 
nurse. At the moment she is active in the Society for Crip- 
pled Children and Adults and also the County Retirement 


Bernice Atkinson 


Study Foundation. 





arm muscles, and through the unclear 
process called empathetic observation. 
Because the infant previously derived 
comfort from sucking, he expects it 
now, but this expectation is not met. 

In this situation the infant has two 
equally undesirable choices open to 
him. He can continue to suck, each 
intake of milk adding to his gross dis- 
comfort. Nurses can observe that some 
infants do continue to eat, oftimes cry- 
ing between sucking efforts, and fre- 
quently vomiting, as if to rid the 
organism of the intense discomfort. On 
the other hand, the infant can refuse 
to eat, oftimes vigorously pushing away 
the now discomforting nipple. Because 
hunger is not appeased by this rejec- 
tion of the nipple, the infant frequently 
cries until sleep based upon exhaustion 
intervenes. 

Ribble observed these responses of 
infants to the anxiety of mothers in the 
feeding situation. Similarly, maternal 
and child health nurses can observe 
like phenomena in newborns. Nurses 
can intervene so as to assist mothers to 
recognize and reduce their anxiety, 
and nonanxious nurses can provide a 
comfort-producing bottle feeding ex- 
perience for newborn infants when the 
anxiety of a mother is observed to be 
severe or approaching panic. The pre- 
vention, or at least early recognition of 
anxiety, and the protection of infants 
from the anxiety of their mothers is an 
important task in mental health work. 
It is an important step to be taken in 
the direction of mental health for the 
infant. 


‘Margaret A. Ribble, M.D., The Rights 
of Infants (New York: Columbia Uni- 
versity Press, 1943), p. 9. 


“Edward Weiss (M.D.) and O. S. English 
(M.D.), Psychosomatic Medicine (Phila- 
delphia: W. B. Saunders, 1943), pp. 17- 
19, 


3H. S. Sullivan, The Interpersonal Theory 
of Psychiatry (New York: W. W. Norton, 
1953), p. 41. 
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Grading Students . . . 


(continued from page 22) 


grams occurred in only three of the 
seven factors: pre self-rating, socio- 
economic background and intelligence. 
For pre-self-rating, it was found that 
the Associate Degree students tended 
to rate their potential academic ability 
lower than either of the other samples. 
The socio-economic background had 
been anticipated to show differences 
because of the variations in the financial 
burden imposed on the student. It is of 
interest to note that the Diploma stu- 
dents differed from both samples of 
Associate Degree and Baccalaureate 
students and that these two programs 
tended to score similarly in terms of 
intellectual ability. In all other factors 
measured at time of entrance, the stu- 
dents showed no significant differences. 

The present paper has dealt with the 
background factors which students 
bring to a program. The attitudes 
of Authoritarianism, Humanitarianism, 
and Stereotypes demonstrated at time 
of entrance, will be discussed in the 
second paper of this series. In it will 
be considered not only the level they 
demonstrate but what if any differences 
exist at the time of entrance into their 
respective programs. 
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BARNES HOSPITAL: Offers an 18-month sup. 
plementary course in anesthesia to registered 
graduate nurses. Theoretical requirements of 
the American Association of Nurses Anesthetigty 
met. Helen Vos, R.N., B.S., Educational Dire 
tor. Clinical training includes all techniques ang 
procedures. Stipend provided. For further ip. 
formation write Mrs. Dean Hayden, Director, 
School of Anesthesia, Barnes Hospital, St. Lonis 
10, Mo. 


GENERAL STAFF NURSES: Work in develop. 
ing teaching center. New 400-bed hospital under 
construction, Inter-resident program. Outstand. 
ing Southern California location. $330 per month 
starting salary, $15 per month merit increase 
at 6, 12, 24 and 36 months. 40-hour week, 2 
weeks paid vacation, paid sick leave to 30 days, 
7 paid holidays. Apply: Director of Personnel, 
Seaside Memorial Hospital, 1401 Chestnut Ave 
nue, Long Beach 13, California. 








NURSES: Supervisors and Team Leaders. Ac 
credited 200-bed general hospital in suburbs of 
Washington, D. C. 40-hour week; merit in 
creases ; retirement plan. Accept graduates prior 
to registration. Nearby universities for con 
tinued education. Director of Nursing, Suburban 
Hospital, Bethesda 14, Md. 


GRADUATE NURSES: For General Duty, 170- 
bed general hospital, new, air-conditioned, well 
equipped. $325 per month starting salary plus 
meals, laundry of uniforms, vacation, sick leave. 
Transportation paid to Dumas. Write, call, wire 
collect. Administrator, Memorial Hospital, 
Dumas, Texas. 


WORK OVERSEAS: Nurses and technicians are 
needed by American companies with overseas 
projects. Booklet tells how and where. Price $1. 
Satisfaction guaranteed. Free booklet on retire 
ment in economical Mexico with each order. 
Publisher Rathe, Box 2013, Pasadena, Calif. 


STAFF NURSES—430 bed general hospital, 
JCHA accredited. All clinical areas. Salary $320. 
to $400. per month days; $340. to $420. per 
month evenings and nites; automatic annual in- 
creases ; credit given for previous experience. 40 
hour, 5 day week; paid overtime, holidays, vaca- 
tion and sick leave. Excellent opportunities for 
promotion. Active orientation and in-service edu- 
cation program. Living quarters available if 
desired. Write to: Director of Nursing, 

Charles T. Miller Hospital, St. Paul 2, Minnesota. 
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